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Preface 


Population as a problem has been engaging the attention of national leaders even 
before independence. As far back as in 1938, the National Planning Committee of the 
Indian National Congress under Jawaharlal Nehru observed that the size of the Indian 
population was a basic issue in National Economic Planning. In 1951, India became the 
first country in the world to have an officially sponsored and funded National Family 
Planning Programme. The programme has yielded results — it has reduced the birth rate 
from 41.7 in 1951-61 to 33.8 in 1984 but the demographic impact has been blunted on 
account of successes on the health front where the mortality rate has fallen from 22.8 in 
1951-61 to 12.5 in 1984. The result of this paradox has been that the growth rate has 
been stagnating around 2.2 for the last decade. 

We have set for ourselves the goal of NRR-1 by 2000 ALD. and population stabilisation 
by 2050. To achieve this, however, we would have to make a clear break from the present 
situation and with this in view a Revised National Family Planning Strategy has been 
prepared. . 

The new strategy carries the Family Welfare Programme beyond the confines of the 
P.H.C. and health infrastructure and includes social engineering in fields such as status of 
women, raising age of marriage, literacy and education and socio-economicdevelopment 
including anti-poverty programmes. The success of such a programme would depend 
upon the close cooperation and concerted effort of all departments of Government — 
particularly Panchayati Raj, Education, Agriculture, Animal Husbandry, District Rural 
Development Agencies etc. who work in close contact with the rural population. __ 

For the implementation of the strategy the country willbe viewed as consisting of 412 
districts and about 9000 PHCs/medicare centre as catchment areas for which detailed 
plans of actions suited to local conditions will be drawn up. 

For the purpose of effective management and coordination of the technical and 
operational aspects of various components of the programme, the role of Chief Medical 
Officer (CMO) is most crucial. CMO is responsible for giving overall technical and 
managerial leadership for the family welfare and other functionaries at various levels for 
the programme improvements and its sustenance. 

The present guideline document provides a synoptic view of the important roles the 
District Health Officials/Chief Medical Officer must play as an innovative leader, 
coordinator, facilitator and mobiliser of resources, and also as communicator and 
motivator for effective implementation of family welfare programme. To facilitate the 
tasks a few areas have been identified and elaborated which require their attention for 
taking a coordinated and concentrated action. In addition, a few thrust areas have also 
been identified for special efforts viz. raising the age of marriage, child survival, 
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in this document are: background 


‘mmunization etc. Other features suggested I 
ps including laparoscopic 


information for planning and organising sterilisation cam 


. sterilization. 
AWorking Group was formed at National Institute of Health and Family Welfare for the 


preparation of this guideline document under the Chairmanship of Professor Somnath 
Roy, Director of the Institute. This group worked for developing these guidelines and had 
also the benefit of field visits and direct interaction with Chief Medical Officers in some 
States. The efforts made by Professor Somnath Roy and his faculty in the Institute deserve 
appreciation for this applied work which has direct programme relevance for family 
welfare work at the district level. Special mention may also be made of the senior 
administrators such as Miss Meera Seth, Additional Secretary and Commissioner (FW) 
and Shri S.K. Alok, Joint Secretary who were associated with finalisation of the guideline 
document for the Chief Medical Officer. 


S. Krishnakumar 

Dy. Minister (Family Welfare) 
Ministry of Health and Family Welfare 
Government of India 
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About the Document 


This document has been developed for the use of district level officials and the CMOs in 


delivering primary health care and family welfare programmes in a district. The following 
are the objectives: 


1. Toprovide simple technical and operational details of various components of 
MCH and FW programmes along with targets for each component to be 
achieved. 

2. To provide operational guidelines to officers and to enable them to adopt a 
time-bound approach to implement each activity. 

3. Tounderstand and identify the managerial processes and information system 
for monitoring the programme to achieve the goals of HFA by 2000 A.D. and 
NRR—-1. 

4. To provide relevant details about the development of health infrastructure, 
manpower development and supporting facilities necessary for the MCH and 
FW programmes. 


It is planned that the document consists of technical, procedural and operational 
details of various components of the programme. 

The authors have attempted to list all the elements/components of the MCH and FW 
programmes. They have analysed the tasks and activities involved in each programme as 
far as possible. Technical and operational guidelines have been prepared for the user in 
respect to each programme activity. 

At the end of each programme specific roles of CMO/DHO have been identified and 
efforts have been made to provide check-list, wherever feasible. 

The government guidelines or office orders, wherever available, to support the action 
have been referred to. References have been made to manuals, booklets, leaflets, check- 
lists which have been prepared by the Ministry of Health and Family Welfare. The authors 
have prepared the guidelines, keeping the priorities and the national goals at the forefront 
as far as possible. Many of the approaches and strategies suggested in the document may 
not be the official orders of the Government, but they have been drawn in mutual 
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consultation with administrators, programme officers and implementors, or as a result of 
operational researches. 

District level officers are assumed to play an active role in carrying out the national 
programmes, devise innovative and epidemiologically sound approaches and prepare 
own guidelines and targets in consultation with community and the health team. 

It may be noted that the delivery of family welfare programme involves setting up of an 
extensive infrastructure and management systems. Hence, this document also provides 
guidelines for infrastructure and manpower development, material management, IEC, 
supervision, monitoring and evaluation, coordination and health information system. 

Mechanisms have been suggested to evaluate the processes and inputs allocated to 
the programme and their outcome. 
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Introduction 


During the last three decades and more, after the attainment of Independence, 
considerable progress has been achieved in promoting the physical well being of our 
people. The mortality rate per thousand of population has been reduced from 27.4 (1950) 
to 14.8 (1981) and the life expectancy at birth has increased from 32.7 to over 52 in the 
same period. A fairly extensive network of health care facilities, hospitals and institutions 
providing comprehensive health care has developed and a large number of medical and — 
health personnel at various levels has become available. 

Inspite of such impressive progress, the demographic and health picture of the country 
still constitutes a cause for serious concern. The high rate of population growth continues 
to have an adverse effect on the health of our people and the quality of their lives. The 
mortality rates for women and children are still distressingly high; almost one-third of the 
total deaths occur among children below the age of 5 years, infant mortality stays around 
104 per thousand live-births in 1 983. Only 31 per cent of the rural population has access 
to potable water supply and 0.5 per cent enjoys basic sanitation. 

High incidence of diarrhoeal diseases and other preventive and infectious diseases, 
specially amongst infants and children, lack of safe drinking water and poor 
environmental sanitation, poverty and ignorance are among the major contributory 
causes to the high incidence of disease and mortality. These factors have contributed 
towards delaying the achievements in the family welfare programme also. 

India is committed to attaining the goal of ‘Health for All by 2000 AD’ through the 
universal provision of comprehensive primary health care services. The National Health 
Policy (1983) suggests that the attainment of this goal requires a thorough overhaul of 
the existing approaches to the ed ucation and training of medical and health personnel and 
the reorganisation of the health services infrastructure. 

The revised 20-point programme attributes very high priority to the promotion of 
family planning as a people’s programme on a voluntary basis and on substantial 
augmentation and provision of primary health care facilities on a universal basis; 
acceleration of welfare programme for women and children; nutrition programmes for 
pregnant women, nursing mothers and children, especially in the tribal, hilly and 
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backward areas. The programme also places high emphasis on ae pe ee 
water to all problem villages, improvements in the housing and env! 

ions of society. 
Dr cucee ee changes may be brought about in the overall yin 
health care and the restructuring of the health services, not much headway is likely to »e 
achieved in improving the health status of the people unless success is achieved in 
securing the small family norm, through voluntary efforts, and moving towards the goal of 


population stabilisation. . 
The National Health Policy has therefore set two primary Goals: 


1. To achieve Health for All (HFA) by 2000 AD through primary health care 


approach. 
2. To achieve NRR-1 by 2000 AD. 


National Health Policy Goals for Population Stabilisation in India 


A stable population is achieved when Net Reproduction Rate (NRR) equals 1. This is a 
replacement index implying that each woman leaving the reproductive age group (15-44 
years) is replaced by the entry of only one woman. With the trend observed in VI Plan it 
may be possible to achieve NRR-1 only by 2011 AD. However, sustained efforts are 
required to reach NRR-1 by stipulated time of 2000 AD. 

The subsidiary goals are as follows: 


a. Se ee 
1985 1990 2000 


Birth Rate 33.8 29.1 21.0 


Death Rate 14.0 10.4 9.0 
Growth Rate (Annual) 2.24 1.66 1.2 
Effective couplé protection (% 35.0 42.0 60.0 
NRR 1.48 1.17 1.0 


Family size 42 Pe 23 


Maternal and Child Health Goals by 2000 AD 
S/. 


Goals 
No. Indicator Current leve/ 7990 2000 
¥: Infant mortality rate 104 (1983) 
87 
a. Perinatal mortality 67 (1976) mais | 
3; Pre-school child ae 
(1-5 years) mortality 24 (1976-77) ) 
: 15- 
4. Maternal Mortality rate 4-5 (1976) ae bel = 
5. Life expectancy at birth a 
(years) — male 52.6 (1 976-81) 57.6 64 
— female | 51.6 (1 976-81) 57.1 64 
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Babies with birth 


weight below 2500 G 30 18 10 
Pregnant mothers receiving 

antenatal care 40-50 60-75 100 
Deliveries by trained 

birth attendants - 30-35 80 100 


Immunisation status 
(percentage coverage) 


TT (for pregnant women) 20 100 100 
TT (for school children) 20 100 100 
DPT (children below 

- 3 years) “aS 100 . 100 
Polio (infants) 5 100 100 
BCG (infants) 65 80 85 
DT (new school 
entrants 5-6 years) 20 85 85 
Typhoid (new school | 
entrants 5-6 years) 2 85 85 
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Goals and Objectives of New Strategy for Family Welfare Programmes 
Enunciated in 1986* 


Specific Objectives to be Achieved During the VII Plan 


a. 


To achieve fully and exceed the demographic targets set in 7th plan by making 
conceptual breakthrough in the family planning programme. 


To promote universally and reinforce the ideal of a ‘2 child family limit’ as the 
preferred family size of the population. 


To offer through a deliberate campaign every opportunity to the eligible couples 
with large families (3 or more children) to accept terminal family planning methods. 


To increase substantially demand for contraception through a more efficient and 
effective media and extension approach and to achieve an effective couple 
protection rate of over 42 per cent. 


To increase the mean age at marriage of women to the minimum target of 20 years. 


To improve substantially the quality of reproductive health care for women by 
increasing ante-natal registration, institutional deliveries and post-natal care and 
thereby reduce the maternal mortality rate to below 3/1000 live-births. 


* Extracted from the Revised New Strategy for Family Welfare, Ministry of Health and Family 
Welfare, Government of India, New Delhi, 1986. 
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To enhance the prospect of child survival through universal immunisation and a 
massive programme of oral rehydration against diarrhoeal diseases. 


To expand the existing infrastructure with a view to extending its outreach and to 
improve the output and quality of services through better utilisation of 


infrastructure. 


To devise means for more effective coordination among various developmental 


agencies in the implementation of the programme from the national to grassroot 


level. 


To maximise involvement of non-governmental structures, which could eventually 


sustain and further the family planning movement without active government 
intervention. 


To generate an atmosphere more favourable to fertility decline through various 
interventions aimed at increasing the literacy and educational levels of mothers, 
opportunities of women’s employment raising the status of women and population 
education as well as through integrating family welfare measures with poverty 
alleviation programmes. 


To streamline and improve management of all aspects of family welfare 
programme from national to grassroot level. 


Quantified Tasks and Strategies 


To achieve the goals and objectives of the new strategy, the tasks have been quantified till 
the end of VII Plan and Strategies have been defined. 


a. 
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Each of 140 million eligible couples will be made fully aware of the small-family 
norm as also of various available methods of contraception through multi-media 
channels and grassroot level contacts. 


Universal immunisation of expectant mothers and new-born infants against six- 
vaccine preventable diseases; Over 82 million infants and 90 million expectant 
mothers are planned to be so immunised. 


Each of 150 million households in the country will be provided information on OR 
therapy. Pre-packed ORS Packet will be made available to each village to tackle 
more acute forms of diarrhoea. 


provide population education as a special activity through rural and urban family 
welfare centres. 


e. One round of training will be organised for all medical, paramedical and extension 
personnel including TBAs to improve their motivation and skills. 


District Level Health Organisation as the Chief Unit of Family Welfare 
Programme Implementation 


The district level organisation under the Chief Medical Officer (CMO) is the sole agency 
responsible for delivery of integrated health and family welfare services in the district and 
to achieve the goals described earlier. This unit is charged with the responsibility of 
achieving goals and targets in respect to each programme and sub-programme annually. 
The district organisation is to exercise its responsibility in analysing health, maternal and 
child health and population problems, prioritise them and identify strategies to alleviate 
them. 

The CMO and the district organisation are to administer the programme on a 
projectised, time-bound basis and while doing so they should be able to make adjustment 
in allocation of resources under the compulsion of situations arising from local socio- 
cultural and economic constraints. Besides it is the function of district level health 
authorities to develop human resources for delivering family welfare services on the 
envisaged scale and adequate quality to meet the needs of the programme. 


Programme Deficiencies Which Can be Improved Within the District 
Organisation 


Insufficient Planning 


Most programme managers give insufficient attention to the planning concept. 
Inadequate planning of various programme inputs, including financial and personnel 
resources, is an important constraint against the achievement of programme objectives, 
quantitatively or otherwise. Since the family welfare programme is centrally funded its 
implementation tends to be determined at the central level though enough flexibility exist 
to adapt it to indigenous needs. The need to find area-specific solutions in low 
performance districts is particularly urgent in some States. 


Lack of Manpower 


At all levels and in all areas of programme activities, the recruitment and retention of 
qualified personnel presents a major problem. Many sanctioned positions remain vacant 
forwant of qualified person and there is a long time-lag between the sanctions, selections 
and placements. Workers performance is not upto optimal level because of poor 


motivation. 


Inadequate Supervision 
Vacant supervisory positions, lack of mobility and fack of appropriate emphasis during 
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: 
training in’supervisory skills can be cited as some of the problems which keep the quality 


of services at low level. 


Problems of Not Enough Supplies 


‘It is a common experience to find health guides reporting not enough condoms supplied 
to them. The supply of Copper-T, Vaccines and Vitamin-A and essential medicines are 
usually erratic and attempts are not made to make re-adjustments within the district. 


Service Outreach 


Though ora! pills and Copper-T are expected to be available at the sub-centres, this 
does not happen either in the case of supplies or of trained persons. Despite the emphasis 
laid on the village level MCH services, 50 per cent domiciliary deliveries are still being 
conducted by untrained Dais. Child growth monitoring has yet to find a place in health 
worker's itinerary. Apparently, there is a gross disparity between the goals tobe achieved 
and means to achieve them. No mention about the quality of services can be made 
here. 


Inadequate Interpersonal Communication and Information 


The mass media create and increase the level of awareness about the family planning 
methods but the motivation and the decision to accept the methods canbe enhanced only 
by interpersonal communication. The new Strategy of assigning one female volunteer to 
60 households is designed to initiate a more intensive dialogue among the women 
towards family welfare acceptance. 


Socio-Economic and Environmental Constraints 


Not enough attention has been Paid to alleviate nutritional deficiency in mothers and 
children. Poor environmental Sanitation, poor personal and food hygiene and lack of safe 
drinking water have led to high diarrhoeal morbidity and mortality,,particularly in rural 
areas and urban slums. High infant mortality and high maternal mortality and morbidity 
for these reasons have contributed significantly on poor family planning acceptance. 


Lack of Epidemiological Approach and Management Skills 


epidemiological analysis of Population, health and disease situation for taking necessary 
actions at local levels. 


Poor Health Information System 


Poor health information system has resulted in lack of 


reliable d itori 
planning. ata for monitoring and 
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Role of Chief Medical Officer of a District and Health Officers Implementing 
MCH and Family Welfare Programme 


Within national policies and guidelines, the CMO/District Health Team is responsible 
for planning, coordination, implementing, monitoring and evaluating all health and family 
welfare services in the district. Specific responsibilities include: 


ik. 


rt, 


TZ. 


To assess community's health and nutrition status and identifying health 
needs in the district by conducting health surveys, analysing service statistics, 
and consulting with community health committees and other members of the 
community. 

Surveillance of fertility patterns, contraceptive practices of the community, 
diarrhoea and EPI diseases, malnutrition and infant child and maternal 
mortality. . 

To promote the MCH and family welfare as people’s programme by people's 
active participation in planning and implementation of District work-plan and 
various sub-plan right upto the village level. 

Promoting the equitable development of primary health care services in the 
district; for example, giving priority to underserved communities in the 
allocation of health resources within the district. 

Plan for special schemes, camps and campaigns to bring about maximum 
benefit as far as possible. 

Maintaining ongoing communication with other government and non- 
government organisations in the district and cooperating and coordianting 
with them. 

Create effective communication within the district organisation and with the 
PHC. Support _ interpersonal communication and manage mass 
communication. = 
Developing and maintaining management systems to support primary health 
care services in the district with special emphasis to family welfare in light of 
HFA goals and NRR-1. 

Management of health information system and monitoring of the programme. 
Interpreting and implementing central policies in the district and making 
recommendations on health policy to officials of the central ministry of health 
and send monthly returns. 

The Chief of the district unit functions as a leader of the health team charged 
with the responsibility of achieving the goals. Hence, it is very important that 
besides immediate objectives, long-term perspective for infrastructure 
building and manpower development are drawn out at the district. 
Inherent in the seat of authority is the responsibility for training and capability 
building in younger staff and logistics of continuing training and human 
resource development. 
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Planning and Development of. 
an Annual Action Plan 


Activities for the CMO being multifarious, many of them having time-bound targets and 
others spread over long time, a plan of action for the district should be developed by him. 
The pre-requisite for such a plan of action is as follows: 


1. A situational analysis should be made to assess: 

i) the major MCH and FW and EPI programme lacunae in the district; 
il) resources mobilisation from the community; 
iii) personnel availability and their training status; 
iv) communication with the community leaders, BDO and other sectors. 

2. Accritical analysis of the targets in the light of the past performance and the 
constraints should be made. 

3. Programme strategies should be developed by networking with the 
supportive agencies such as socialwelfare, food and nutrition, education, rural 
development and establishing collaboration with them to produce synergistic 
impacts. 

4. An attempt should be made to prioritise the problems of certain underserved 
areas within the district. Crash programmes and camps can be thought about 
without disturbing the routine activities of the health care system. 

5. Discussions with the district level officers should be held. Each officer has to 
be involved in implementing all the district Programmes in their geographical 
area. 

6. Doctors of indigenous system, private practitioners should be roped into the 
Programme and provided training to motivate People for family planning 


Example of a Result-Oriented and Time ound Plan 


An action plan should spell out clearly its objectives, time-frame, Strategy and resource 
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requirement. It should be developed in discussion and mutual agreement with other 
district officials and PHC officers in order to obtain their support and commitment for 
implementation. Concurrence of the District Collector and views from community leaders 


and the Block Development Officers on its feasibility should be obtained before 
finalisation. 


Contents of Action Plan 


2. 
Zz. 
3. 


a2. 


Statement of objectives 
Delineation of strategies and allocation of responsibilities 


Individual roles of district officers, B lock MO and other PHC MOs should be defined 
with mutual discussion with them 


Geographical re-distribution of areas for implementation and supervision of all 
programmes as required under the MPW scheme 

A schedule of weekly and monthly meetings at District and PHC levels 
Advance programme of all programme officers should be framed 

Statement on monthly targets for each activity targets of health camps, 


laparoscopic camps, special drives and campaigns during family planning months 
and immunisation camps 


Guidelines for the support systems — like supplies and equipment, statistical 
services, laboratory services 

Provisions for epidemics and natural calamities 

Standing instructions for health workers in the field, alternative approaches and 
extent of flexibility and possibility of using alternative resources in the event of a 
need e.g. medicines, supplies of vaccines or Vit. A etc falling short of requirement 
and in case some staff members relinquishing the job 


Outline of infrastructure building and manpower development with immediate 
objective in view and the long term perspective for programme development. 


Action Plan in District: An Illustration 


Stated objective: Achievement of following targets by the year 1990: 


7. 


To increase the coverage of pregnant mothers with ante-natal care to 100 per 
cent. 

To conduct at least 80 per cent deliveries by the trained dai. 

To induct 60 per cent couples having two or more children on effective family 
planning methods. 

To raise the coverage of immunisation for children below one year for all the 3 
doses of DPT and Polio to 90 per cent and’ 

To reduce the dropout rate for 2nd and 3rd dose to almost a few. 
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Strategies 


Specific strategies for objectives 1,2 and 3 


1. 


10. 


rt, 
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Physical infrastructure in all the sub-centres will be made ‘intel by ve 
buildings for clinic space and for HW (F) accommodation, wherever the new su 
centre is required. 

Action: Dy. CMO, PHC MOs. 


All Health Workers (F) will be posted at all sub-centres by reappropriation of 
them from PHCs urban areas to the sub-centre. 
Action: DFWO, District PHN 


All the Dais one for each village will be trained. 
Action: DPHN, MO 
Family registers and eligible couples registers will be updated by the Ist of May by 
each worker. 

Action: PHC MO, HS 


HWs and supervisors will be assigned targets with information about the 
objectives and strategies. _ 


Action: DFWO, PHC MO 


Guidelines willbe issued for the HW (F), Health Gudie and Trained Dai’s relative role 
and coverage for MCH and FW activities. 


Action: DFWO, DPHN 

Delivery kits willbe distributed to all expectant mothers in last month of pregnancy. 

Action: DFWO, DPHN, HS 

Intensive IEC campaign will be put up and OT camps in one of sub-centre villages 
every month by rotation. 

Action: MO PHC, BEE 


All HW(F) having 5 years standing will be trained in district HPPP unit for Cu-T 
insertion, oral pills and condoms. The health supervisor will insert the Cu-T 
wherever the HWs have not been trained in Cu-T insertion. IUD insertion camp will 
be organised once a week at each Sub-centre on specific day. 


Action DFWO, DPHN, PHC MO 
All existing institution-PHC/CHC will conduct post partum tubectomies at their 
respective centres and the spacing methods will be given to younger couples. 


Action: PHC MO, DFWO 


Schedule of laparoscopic camps will be drawn so as the camp reaches each PHC 
area at least once a week on specific day. 


Action: DFWO, Surgeon — Gynaecologist, PHC MOs, DEMO 


pes 
13. 


14. 


15. 


The pre-camp activities — OT camps and IEC campaigns should be strengthened 
before the camps. 


Action: DEMO, BEE, HW 


Standing instructions will be developed and duplicated for the follow-up of 
sterilisation and Cu-T acceptors and will be given wide publicity. 


Action: DFWO, DPHN, Statistical Unit, DEMO, BEE 


It will be ensured that the supplies of oral pill packets, condoms will be made 
available to each HG, Dai and Health Worker in adequate amounts calculated by 
the eligible couples in their area. The oral pills through health guides will be 
supplied only in selected states where experiment with HGs has been taken up. 


Action: DFWO, HS 
Supervisory visit schedule will be drawn out by each officer. 


Action: All officers 


Specific Strategies for Objective 4 


% 
2: 
3. 


All refrigerators not functioning should be repaired and made functional. 
All vaccines to reach PHC in prescribed numbers. 


Standing instructions for maintaining the cold chain and preservation of vaccines — 
to be duplicated and circulated to HWs and upto HGs. (See Chapter on EP}). 


Health Guides and Dais to keep the record of all new borns, eligible children and 
their immunisation status in the village. 

Action: DFWO, PHCMO 

Intensive IEC campaign to be done to promote EPI and complete coverage with 

immunisation. 

Action: DEMO, BEE 

Duplicate the immunisation schedule, circulate to all workers and paste it at 
chaupals, schools, shops in the village. 

Action: BEE, PHC MO 


Plan of Execution 


a; 


- 


Review meetings: 

a) Weekly with District Officers 

b) Monthly with PHC Officers 

c) Quarterly with other Institutions, NGO 

Supervisory visit schedule to be drawn 

Involve private practitioners and indigenous system practitioners 

Presentation of tabulated data for each PHC on stated objectives and activities 
every quarterly with follow-up action for purposes of monitoring by the CMO and 


feedback to PHCs. 
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Health and Family Welfare Services 
Organisation and Infrastructure 
Development 


The primary health care approach towards organisation of health services in India was 
initiated as early as 1952 by the recommendations and guidance provided by the ‘Health 
Survey and Development Committee’ (Bhore Committee) in 1948. It was proposed to 
establish one Primary Health Centre (PHC) for each community development block. The 
MCH services were an integral part of basic health services. However, over the years a 
vertical organisation developed within the infrastructure and rural family welfare centres 
were added to the PHC. Later on MCH was integrated with family planning. Massive 
training was given for implementation of the family planning programme. A continuous 
process of infrastructure development was carried out and under the minimum needs 
programme rural infrastrucutre was strengthened. In urban areas the urban family 
welfare centres were established for MCH and FW care. 

The Multipurpose W orkers (MPW) Scheme was introduced in 1974 with the objective 
of making the vertical uni-purpose programmes into integrated multi-purpose ones. 

The Health Guides (HG) Scheme was introduced in 1977 to increase voluntary action 
and people's participation. This was done mainly for preventive and promotive health 
care, and making referrals for problem cases. Dai training of one month duration was 
introduced to have one trained dai in each village and to strengthen the domiciliary 
midwifery. 

The minimum needs programme was launched in Fourth-Five Y ear Plan to reduce the 
regional imbalances in health sector. The sixth plan accorded priority to expansion and 
extension of rural infrastructure in a 3-tier system through a network of community 
health centre and primary health centre and sub-centre ona liberalised population norm. 

Sixth plan envisaged one Health Guide and one trained dai in each village covering 
approximately 1000 population to take primary health care to the village level. A sub- 
centre will be placed in 5000 population in rural areas and 3000 in tribal and hilly areas. 
One male and one female health worker will be placed at the sub-centre. The dispensaries 
in the PHC area will be upgraded to subsidiary health centres or a new PHC will be 
br 000m trate, Se now look after 30,000 Population in rural areas and 

, : S or the selected rural hospitals will be converted in 
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Community Health Centres (CHCs) with specialised services. Rapid gains have been 


achieved in sixth plan in expansion of rural infrastructure. The targets to be achieved in 
seventh plan are given below: 


Programme Target to be Proportionate Target for 
achieved (per cent) building construction 
Sub-centres 1/5000 pop (R) 100 40 
3000 — (T) 
PHCs/SHCs 1/30,000(R) 100 -80 
20,000 (T) 
CHC 1/100,000 . 40 90 
Training of HGs 1/1000 pop. 100 
Training of male HW 100 
Training of female HW ‘100 
Employment of male HW 100 
Training and employment of HA (F) 100 
Training and employment of HA (M) 100 


I 


It is very important for the district health officials to know the details of the guidelines 
issued by the Ministry of Health and Family Welfare regarding patterns of financial 
assistance and development of infrastructure for point 1 4 of the 20 point programme and 
the health sector allocations under the Minimum Need Programme. 


Important Considerations for Infrastructure Development 


Considerations for phasing out the infrastructure development and placement of staff. 


1. New sub-centres and health workers (male and female) should be placed in 
difficult areas on priority basis. 


2. Priority for the sub-centres and staff allocation should be given to the block 
where the ICDS programme is either going to be launched or is already existing. 


3. Availability of adequate number of health workers for posting before the sub- 
centre is opened, should be anticipated. 


4. A large number of female health workers/ANMs keep on working at the PHC/ 
SHC or the rural hospitals and in urban maternity centres. They should be 
reallocated to the sub-centres to carryout health extension activities for which 
they are primarily trained. This is also true for the LHVs and the sanitary 


inspectors. 
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The ANMs and other HWs who have already completed more than five years of 
service should be sent for promotee training so that supervisory cadre is 


adequately staffed. 
Accommodation to the supervisory staff should be prov ided at the new PHC/SHC 
and to the HW in the sub-centre village. 


All the existing PHCs are going to be upgraded as CHC, but in the initial phase 
those PHCs should be selected to be converted into CHC which are: centrally 
located, away from the district hospital, well connected by roads and suitably 
located to take care of referrals from more than one PHC area. However, it would 
be better to draw a long-term plan of upgrading all the PHCs in terms of 
additional construction and manpower development for both specialists, general 
MOs and para-professionals. 


While upgrading the rural hospitals or PHCs to the CHC, it should be ensured that 
4O per cent of beds should be reserved for women and children and if needed 
more beds should be mobilised for child care. 


The chief medical officer should also ensure that the district paediatric units are 
properly equipped, and that the sanctioned post of paediatrician should not be 
allowed to be vacant. Under the UNICEF/WHO scheme for strengthening of 
district paediatric unit, proposal should be immediately submitted to Ministry of 
Health and Family Welfare if the unit is not existing. In all HPPP units the 
placement of gynaecologists must be ensured. 


4 


Family Welfare Services 


The programme success can be summed up thus: (i) more than 90 per cent of people are 
aware of various family planning methods and that they are agreeable to adopt a small 
family norm; (ii) that a wide network of rural and urban infrastructure has been created 
with enormous growth of trained manpower; (iii) the adoption of small family as a norm 
and coverage of eligible couples by effective methods is still lacking; and (iv) the practice 
of family planning is far from a way of life with the masses. 


Though the FP Programme met some set-backs but the couple protection rate has 


picked up in the last 2-3 years and this trend need not only to be maintained but 
augmented. The Seventh Plan targets have already been spelt out. 


Terminal Methods vs Spacing Methods 


In the recent years extraordinary emphasis was laid on the terminal methods with the 
result that more than 70 per cent couple protection was achieved on account of 
sterilisation. Amongst this the tubectomies shared between 70-90 per cent of 
sterilisation. Though the acceptance of IUD has risen in some of the States like 
Maharashtra, Haryana, Punjab and U.P., yet in general the acceptance as well as 
continuation rates are very low. 

Scrutinising the data on acceptance of family planning methods, it is obvious 
that: 


1. Effective coverage of young coupleswith wives below 25 years of age and having 
one or two children is low. 


2. Permanent methods would only be adopted by older couples who may have 
had 3-4 children. 


3. Most couples like to wait for terminal methods till their youngest child has grown 
older as is revealed by the fact that the gap between awareness and practice is 


6-8 years. 
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Sequential Package of Spacing Methods and the Terminal Methods 


The service agencies, health functionaries and IEC should identify and ve oe 
approach for contraceptive practice between younger and older couples and a 
services towards this approach. Hence it is important to: 


List and classify the eligible couples by age and parity and health workers should 
be specifically told to motivate young couples for spacing methods. 


mile 


ii, It may be also realised that in some castes and religious groups there may be 
resistance against adoption of terminal methods. Such population groups should 
be delineated and spacing methods should be given to them on priority basis. 


It will be the prime responsibility of district organisation to permeate this concept of 
balance between spacing methods and terminal methods and to provide adequate 
logistic support to maintain the supply line and continued motivation for temporary 
methods. 


General Guidelines for Promotion of Family Welfare Services 


Preparation of the health personnel for the family planning programme in the district is 
the job of district health officials. Background materials, manuals for education and 
training of doctors and health functionaries are very important for the preparation of 
service agency. These should include the details of delivery system, operational 
directives, product information, educational aids such as films, slides, flip charts, talking 
points, check-lists for screening of clients by health functionaries, guidelines for 
management such as follow-up schedules, list of possible complications, and their 
management. 

Planning, implementation, coordination, supervision and evaluation of the programme 
in the district is the responsibility of Chief Medical Officer. = 

Delegation of duties to each and every health personnel and creating awareness of 
their job responsibilities amongst the staff members is very important for effective 
utilisation of their services in the Programme. There must be an inbuilt system for inter- 
personnel supervision. Y early updating of eligible couples registers is a must. 

Identification of the barriers for the programme in the district and evaluation of 
methodology and techniques used in the field is of paramount importance to improve the 
functioning of the programme. Rectification and improvement in the working pattern of 
staff for the betterment of the Programme must be done from time to time at district level. 
Dispelling doubts and misconceptions, and promoting sound educational base in the 
community is very essential. 

Symbiotic relationship must be developed with the private practitioners of all systems 
of medicine, traditional healers, voluntary agencies, other service agencies like publicity, 
education, comm unity development, social welfare departments and other hospitals, so 
as to promote family planning services in a coordinated manner. , 

z = pe wie Tae Facilities rivstat be made available to render 
proper maintenance of records regarding staff in 
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position, training needs of various categories of health personnel in the district, 
availahility of various requisite equipment and drugs. 

Proper referral! linkages must be evolved and the referral centres should be worthy 
enough to render services of standard quality. All referrals must be given priority and 
looked after well. There must be proper feedback mechanism. A specific number of beds 
in the district hospital may be assigned to each PHC. 

Organisation of camps or drives for IUD, sterilisation and orientation training camps 
must be done in advance. 

Quarterly meeting of all the medical officers and specialists in the district must be 
convened to improve the technical standard of the services rendered. 

Maintenance of accounts and submission of quarterly budget statement and annual 
budget estimate and mid-year revised budget estimate is the responsibility of CMO. He 
is to arrange for systematic payments of incentives and collection of the receipts and 
reports from private practitioners. Correct and uniform spending of funds under separate 
budget heads must be ensured. 

Logistics of procurement and supply should ensure continuous regular supply of 
contraceptives, syringes, needles, drugs, sterilisation eq uipment, requisite instruments, 
pregnancy test-kits etc. to various family planning centres. 

Ensure that proper follow-up of family planning acceptors is being done by the health 
functionaries and appropriate treatment given in cases of the complications arising from 
use of contraceptives or sterilisation. 

Alldeaths due to sterilisation must be thoroughly enquired into and appropriate action 
must be taken immediately. 

CMO/District Health Official has to act as the chief controller of transport and therefore 
should deploy the vehicles in appropriate manner. 

Family welfare should be promoted as people’s own programme by IEC efforts and 
practice of contraception should be adopted as a way of life to improve the standard of 
living. 


New Strategy of Developing Women Volunteer Corps for Promotion of Family 
Welfare 


The CMO should ensure crash implementation of the new proposal of constituting village 
level women volunteer corps under family welfare programme within the seventh plan 
period. 

The objective of the voluntary women corps’ scheme is to develop a mechanism for 
effective involvement of the village community. This can be done by locating an agent 
from village community, who would disseminate education, improve motivation, 
accelerate demand for contraceptives and promote facilitative interaction at grassroot 


levels. 


The main focus of the scheme would be to select such volunteers properly, train them. 


appropriately for the tasks assigned to them and prov ide them with needed support. They 
would be a ‘change agent’ forming a small segment of the community who will act as a 
catalyst to the programme at the grassroot level. 
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The necessary back-up in terms of stationery, literature, engi orn a 
ini tional expenses wou e organise 
orientation programme and minimum opera . : Bee. 

3 discharge effectively their functions. 4 
volunteers by the State Governments to | 
25 per cent of motivation fee which is available to motivators would be cred ited to te 
funds of village level committee and committees would be free to utilise this amount i 
_ the purposes of promotion of family welfare programme in the community. It is propose 
to make a provision of Rs. 75/- per worker for a short training course to be organised for 


them locally. 


Criteria for Selection of Village Level Volunteer 


She should be: 


i) Preferably above 30 years. 
ii) One of the women from the 60 families for which she is to represent. 
iii) Married. | ; 
iv) Acceptors of family planning with two or less and maximum of 3 children. 


In the event of such persons not being available unmarried women could be enrolled as 
volunteers and be given appropriate orientation training for this purpose. V olunteers will 
not be paid any honorarium. ° 


Functions of Village Level Woman Volunteer Workers 


is 


10. 
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Each volunteer will be responsible for 60 families in avillage and she will prepare 
eligible couple registers and update the same regularly. 


Contact regularly eligible couples assigned to her to provide information and 
education regarding desirability of smallfamily norms, minimum age at marriage, 
importance of spacing between two children, terminal methods, spacing 
methods and medical termination of pregnancy. 


Will act as a distribution point for Nirodh and oral pills to needy couples. 


Will keep a watch on all Pregnant mothers and especially the high risk pregnant 
mothers. 


Provide information and education to mothers pertaining to ante-natal, intra- 
natal and post-natal care. 


Distribute iron folic acid tablets to mothers and children. 
Will inform mothers of children below 6 years and identify children at risk. 


Provide information and education to mothers regarding child care 
immunisation, nutrition, supplementary feeding and Management of diarrhoea. 


She will ensure that all immunisations are Provided to children of all the 60 
eligible couples. 


S. administration of Vit. A to the children of eligible couples below 6 years 
age. 


11. She will coordinate the family welfare activities with the various village level 
functionaries viz dais, health guides, school teachers, anganwadi workers etc. 


12. She will increase community participation by involving women and women’s 
groups. 


SPACING METHODS 


Conventional Contraceptives — NIRODH 


Nirodh, a simple, non-clinical, dependable and easily disposable contraceptive, continues 

to occupy a pivotal position under the National Family Welfare Programme, claiming 

about 90 per cent of the total conventional contraceptive users in the country. It is 

becomirg more and more popular as an effective spacing device for child birth in past few 
- years. 

For easy availability, Nirodh is distributed in the country under three schemes: (i) free 
distribution scheme, (ii) depot holder scheme for distribution through village health 
guides and multipurpose workers wherein the depot holders are allowed to sell a pack of 6 
‘pieces @ Rs. 0.50 per pack and retain entire sale proceeds with him/her, and (iii) 
commercial distribution scheme for sale through commercial retail outlets in the country. 


Commercial Distribution of Nirodh 


The Nirodh Marketing Programme was started during the year 1968-69 for commercial 
marketing of Nirodh (condom) with a view to making it available through a large number 
of retail outlets spread over the length and breadth of the country and promote its 
acceptance. 

Under the programme, Nirodh is marketed by twelve leading consumer goods 
marketing companies through their outlets, at aGovernment subsidised retail price of 25 
paise for a packet containing three pieces. The companies are: Arasan Match, Bharat 
Petroleum, Brooke Bond, Hindustan Lever, Hindustan Petroleum, Indian Oil, IDPL, ITC, 
Lipton, Smith Stanistreet, Tata Oil Mills and Union Carbide. There are about four lakh retail 
outlets selling Nirodh in the country. To broadbase the distribution channel, various State 
cooperatives, super bazars and other agencies have also been included for the marketing 
of Nirodh specially in the rural areas. 

The programme is supported by an intensive advertising and publicity campaign using 
all available mass media, e.g. Television, Radio, Cinema, Press, Print, Exhibitions, Outdoor 
publicity, etc. The theme of the campaign is to project Nirodh as a simple, non-clinical, 
dependable contraceptive method for spacing child birth. A number of attractive publicity 
material in the form of posters, banners, hangers, stickers etc., are supplied to the retail 
outlets regularly. Innovative campaigns through non-conventional media, through audio- 
visual vans and other similar methods are carried out with the help of various distributing 
companies in some selected areas of their operation. Adequate advertising support is also 
being given to the introduction of the lubricated Delux Nirodh under the programme. 
Besides, various sales promotion measures are also periodically undertaken in order to 
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stain the motivation of Nirodh dealers which is vital for the success of this a. 
i Nirodh is not dispensed by the health workers alone. It is, therefore, important to br 


the acceptors on correct use of Nirodh. 


Directions for Use 


1. 


” 


Put on the condom by unrolling it into the erect penis before there is any contact 
between male and female organs. 


A pre-lubricated condom is preferable. It should be used only once. 
Do not inflate it to test and do not use vaseline as this increases the chances of 
rupture. 


Soon after discharge the male should withdraw the penis holding the condom 
firmly against the base of the penis. 


It will be advisable to use the nirodh throughout the act rather than just before 
ejaculation as pre-ejaculation discharge may have enough sperms. 


Role of CMO/DHO in Campaign for Promotion of Nirodh Use 


1. 


Adequate supply and distribution of nirodh upto grassroot workers such as HG, 
dais, woman volunteers should be ensured through the PHC/SC and health 
workers network. 


Supply of nirodh should be 10-20 per cent more than what the health workers 
are able to distribute and which they can keep as buffer stock. 


While on field visit CMO must make sure and verify the availability of nirodh at 
village shops and the retail outlets and the depot holders. 


More and more voluntary depot holders should be identified in the Village 
particularly amongst the young males. 


Adequate publicity should be made forthe simplicity and inoccuousness of nirodh 
use and its availability at local depot holders. 


It should be emphasised that in event of a failure the couple can be helped by 
providing MTP on priority basis. 


All HWs should be oriented in Proper use of nirodh to minimise the failure. Such 
Orientation should be repeatedly given in OT camps. 


Under the guidelines given under commerc 


ial marketing, adequate steps should 
be taken for publicising the nirodh. 


Oral Pill Programme 


Oral contraceptives were introduced in Ju 


ly 1967 on pilot Project basis under certain 


restricted conditions as an adjunct to the IUD programme. 


After sufficient experience gained durin 
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g the pilot project Stage, the programme was 


extended in November 1974 to all urban centres and such PHCs which State 
Governments felt had adequate manpower and monitoring facilities. Instructions were 
issued in August 1977, tofurther extend the oral pill programme to allP HCs with doctors. 

After carefully considering the experience of other countries in this field, as well as the 
opinion of renowned authorities and expert panels in this country and abroad, it hasbeen 
decided that oral pills may be distributed by certain categories of paramedical personnel 
such as PHNs, LHVs, Graduate Nurses and those ANMs posted in sub-centres regularly 
visited by PHC doctors, with the condition that the acceptors must be examined by a 
doctor within three months of acceptance of pills. A check-list for selection of oral pills 
acceptors by paramedical personnel has been sent to the State/UT Governments. 
Instructions have also been issued that the paramedical personnel employed by the 
voluntary organisations may also distribute oral pills on the same conditions. 

Based on ICMR’s recommendations instructions have been issued to State 
Governments of Andhra Pradesh, Haryana, Uttar Pradesh and West Bengal to distribute 
oral pills through the health guides in selected districts with 2-3 PHCs. However, the 
acceptors should be examined by a doctor within three months of the use of the oral pills. 
Necessary precautions have been incorporated in the instructions to reduce risk factors as 
far as possible. The results in these States would be watched before extending the 
scheme to other States. Check-list for selecting the cases by the health workers and the 
health guides are given later in the chapter. 


Composition of Oral Pills 


The following two types of oral contraceptives are supplied to the acceptors under the 
programme. Each packet of pills contains 21 contraceptive pills and 7 iron pills (ferrous 
fumerate). 


1. Norethisterone Acetate O. 1 mg. 
Ethiny! Estradiol 0.03 mg. 
2. d-Norgestrel 0.15 mg. 
Ethiny! Estradiol 0.03 mg. 


Contrary to general impression created by press, use of oral contraceptive does not 
seem to be associated with any serious threat or problem, provided the acceptor is 
selected properly and followed up adequately. The newly found benefit of oral pills have 
not received widespread dissemination in the scientific or lay literature, and therefore, the 
consumer is unlikely to be aware of positive health benefits. In addition to providing 
women with effective contraception and regular cyclic menses, the use of pills has also 
produced improvement in state of iron deficiency anaemia due to menstrual blood loss. 
Furthermore, women taking pills rarely develop dysmenorrhoea_ of functional 


ovariancy sts. 


Role of CMO/District Health Officials in Oral Pill Distribution Programme 


1. Ensure that the doctors and health functionaries involved in the oral pill programme 
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are fully aware about the action, side-effects, complications, management of 
complications of oral pills. 

2. Guidelines and check-list must be available to all the health functionaries for proper 
selection of acceptors of oral pills. 


3. Should ensure that the medica! officer examines thoroughly all the oral pill 
acceptors within 3 months of commencement of OC. 


4. Should organise continuous updating courses, orientation courses, seminars etc. so 
that the efficiency and quality of service by the health personnel remains upto the 
mark. 

5. Community should be informed well about the beneficial effects and also the side- 
effects. Efforts must be taken to allay the adverse public opinion through wide 
publicity utilising massmedia propaganda. 

6. Must ensure that all the acceptors are followed-up in a scheduled manner and 
complications treated as early as possible. 


7. Should ensure continuous supply of oral pills to the peripheral centres so that there 
is no discontinuity in the use of OC. 


8. CMQOs and DFWOs may also apprise the colleagues and supervisors to take notice of 
following details: 


i. Nulliparous woman should be prescribed only after careful examinations by 
the doctor. 

ii. In cases of chronic diarrhoea or gastrointestinal disorder absorption may be 
affected. 

li. In poor nutritional status low dose OC may not be effective due to poor 
absorption as less body fat is there to absorb the hormone. | 

iv. Certain drugs affect the bio-availability of oral pills, such drugs which hinder 
the action of OCs are: 


a) Rifampicin 

b) High doses of Vit. C (Changes viscosity of cervical mucus) 
c) Antihistaminics 

d) Anticonvulsants 

e) Antibiotics 


9. Follow-up schedule must be ensured. First pre-treatment or within 3 months of use, 
and second after 6 months and third check-up after one year of use. At each visit: 


1. Record blood pressure 
If high, OC should be discontinued. 


2. Weight record — If continued weight gain discontinue OC. 


Detailed history to exclude side-effects. 
4. Pelvic examination. 
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5. Examination of breasts and liver. 
6. Urine analysis for albumen and sugar. 
If possible — a pap-smear should be done if any erosion or pelvic finding is 


qT. 


discovered. 


Check-List for Selection of Oral Pills Acceptors by Village Health Guides/ANM 


A village health guide/ANM should fill the following points before selecting an acceptor 
for oral pills: 


ls the Woman: 


Above 35 years 

Married for more than 2 years have no children 
Poorly nourished 

Fat (overweight) 

Yellow colour of skin and eyes in last 6 months 
Smoker 

History of diabetes (sugar in urine) 

Complaint of prolonged/frequent headache 
Visual disturbances 

Fits 

Lump in breast 

Swelling of arms and legs 

Palpitations 

Breathlessness on exertion 

Irregular vaginal bleeding 


History of swelling of feet and/or fits 
during pregnancy 


Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 


Yes 


No 


lf all the above are answered in negative the patient may be selected for oral 
contraceptives. If any of the above are answered in positive the patient must be seen by a 
physician before oral contraceptives are prescribed. 
Supply of oral contraceptives may be initially given for 3 cycles. However, a follow-up 
visit must be made by the village health guide, ANM during 2nd cycle. The patient must be 
confirmed for OC use by the PHCMO within 3 months. 


a. 


A cdl ogi 


Nausea 

Vomiting 

Mild headache 
Decrease in appetite 


Reassure the subject if following symptoms are complained of during OC use: 
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5. Dizziness 
b. Iffollowing complaints are made, the village health guide, ANM should pee the 
subject, to stop further pills and advise her for examination by a doctor: 


Pain in calf muscles with or without swelling 
Severe headache 
Skin rash 


Itching of the skin 
Yellow discolouration of eyes and skin. 


Sha Se oe 


Nalliparous should be put on pills only after they have been examined by a doctor. 


Patient with history of toxaemia of pregnancy should not be put on pills by the HG/HW. 


The Intra-Uterine Device (IUD) 


The intra-uterine contraceptive device (Lippe’s loop) was introduced on a mass scale in 
National Family Planning Programme in July 1965. The programme seemed to be well 
accepted as observed by the rising adoption of I|UD’s by both rural and urban women in 
the initial years. However, certain unfounded rumours, some troublesome and persistent 
side-effects which often remained unattended, the apathetic and apprehensive attitude 
of medical and paramedical personnel outside the family planning programme, and the 
shaken confidence of those who were involved in the programme are some of the factors 
which are responsible for the setback of the programme. 

The next |UD — the Cu-T was introduced in 1975, which was found to be having lesser 
side-effects and better continuation rates though the failure rates for both the devices are . 
about the same (2-4/100 woman-years of use). 

The biggest advantage of IUD in a mass population programme is that it is one time 
method. The Lippe’s loop can stay on in the uterus indefinitely, while Cu-T requires a 
replacement after 3 years. Both the devices are ideally suited for spacing the 2 children 
and after the second child before finally adopting the terminal method. 

Mode of Action: When in position the |UD prevents implantation of fertilized ovum by 
creating a process of aseptic inflammatory reaction locally in the uterus. 

Though the insertion requires a proper selection of acceptors and a proper pelvic 
examination yet simplicity of procedure, growing popularity of Cu-T and urgency to take 
the services upto the grassroot levels Suggested that the device be inserted by the 
paramedical staff upto the sub-centre level. Hence in August 1982 Government of India 
issued the instructions that services of ANM s/HW (F) may be utilised for inserting Lippe’s 
loop or Cu-T in selected sub-centres, subject to certain conditions: 1. only selected and 
experienced ANMs/HWswho have rendered aminimum of 5 y €ars service may be trained 
in the insertion of Cu-T at A-type teaching and non-teaching postpartum centres, 2. only 
those workers who have successfully completed 25 Cu-T insertions may be allowed to 
insert the device independently. 


As the thrust of Family Planning Programme is towards making the use of 
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contraceptives as a way Of life it is important meticulous care is taken in selecting the 
subjects for IUD insertion and providing them adequate follow-up and therapeutic and 
psychological support in event of side-effects. 


Continuation/Retention Rates of /UDs 


It is a common experience that IUDs are accepted by a large number of women, but they 
do not continue to retain the device for long. Though this device has a high degree of 
biological effectiveness but programme impact cannot be produced unless the device is 
retained at least for 2-3 years. It has been seen that in initial 3 months after the insertion 
the women tend to have side-effects like spotting, intermittent bleeding or backaches, 
uterine cramps. It is during this period they need a proper guidance for treatment of side- 
effects and continued motivation to keep it retained. 

It is also our experience that in the absence of adequate follow-up by the PHC staff the 
women get the IUDs removed by the dais, or the private practitioners, while the PHC 
records continue to show them as acceptors. This has occurred because of wrong 
selection of acceptors and lack of follow-up by the supporting staff. 


CMO/DFWO’s Responsibilities towards |UD Programme 
To ensure that: 


1. All the PHC MOs, PHN, health supervisors and the HW(F), who have completed 5 
years of service are trained in |UD insertion at the District PP Centre. 


2. All PHCs and the SCs are equipped for insertion and prepacked Cu-T packets are 
available upto the sub-centre level. 


3. Proper insertion and follow-up records are maintained at service agencies to 
facilitate the supervisors to ascertain the selection of cases and management of 
side-effects. 


4. Adequate awareness about the advantages of the method should be given wide 
publicity through media and OT camps to allay the apprehensions of the 
community. 


5. Health functionaries should be instructed to make informal individual contacts to 
strengthen interpersonal communication, especially with eligible couples having 
two or less children to motivate them for accepting |UD as spacing method. 


6. Steps should be taken to ensure that the indigenous dais and practitioners are also 
oriented to |UD programme so that their full support may be ensured. 


7. Cu-T insertions may be undertaken in the FW camps, where senior officers should 
utilise the opportunity of personally inspecting the equipment, selection procedures 
and actual technique of insertion. 


8. One day in a week be fixed for IUD camps in the sub-centre and the day so fixed 
should coincide with the visit of PHC MO and or LHV/PHN in that sub-centre. 
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9. Case having a failure should be investigated and assured of a safe MTP at the 


district/sub-district level. 

10. The District PHN/LHV should verify and take extra initiative in visiting the subjects 
who have accepted the method. 

11. The information on the date of insertion and date of removal/expulsion should be 
correctly recorded for use of statisticians of the district level so that continuation 
rates of the device can be known. 

The selection criteria, the procedure of |UD insertion and follow-up schedule and the 
management of side-effects follow next. 


Check-list for Selection of IUD Acceptor by Health Auxiliaries 


Is the Woman: 


1. Nullipara Yes/No 
2. Pregnant Yes/No 
3. History of caesarian section Yes/No 
4. History of irregular menstrual period/vaginal bleeding Yes/No 
5. History of persistent or frequent attacks of pain in low 
abdomen and backache Yes/No 
6. History of foul smelling discharge per veginum Yes/No 
7. History of any bleeding disorders Yes/No 
8. History of breathlessness on exertion or chest pain Yes/No 
9. History of previous expulsion of IUD (More than 2) Yes/No 
10. Haemoglobin level less than 9 Gm. on blood examination Yes/No 
11. Change in the size of uterus ~ Yes/No 
12. Prolapse and cervical erosion Yes/No 
13. Any mass or tenderness in fornices Yes/No 
14. Any irregularity of cervix Yes/No 
15. Cervicitis on speculum examination Yes/No 


If all the above are answered in negative, the patient may be selected for IUD insertion 


If any of the above are answered in iti ' 
: positive, the pat : 
Officer for IUD insertion. Patient Must Be See ee Medical 


Post-Insertional Advice to be Given to Acceptors 
1. There may be some spotting or even bleeding during the first few days after 


insertion. If the bleeding continues or is 
S ee 
to physician. evere she should report to the clinic or 
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2. If 1UD is expelled and the patient is aware of it, she should return promptly to her 
Clinic or health personnel. 


3. She should check periodically for the presence of transcervical threads to assure 
herself that IUD is still within the uterine cavity. The best time to check is at the end 
of menstruation. If unable to determine herself she should consult her health 
personnel. , 


4. Cu-T has to be changed after 3 years of use while Lippe’s loop has no time limit. 


If thread cannot be felt by acceptor or not visualised by health personnel further 
investigation is necessary: 


1. Uterine sound should be introduced into endometrial cavity. In most cases |UD 
can be detected. If thread has retracted into uterine cavity, it may be brought 
down through the cervix and into vagina. In such cases there is no need to 
replace the IUD. 

2. X-ray pelvis should be done to localise IUD if not detected by sounding. 

3. Ultrasound if the machine is available. 


Follow-up Schedule for Cu-T 


First visit after one month of insertion after menstrual period. Second visit after three 
months of insertion. Third visit after 6 months and thereafter every 6 months for two and 
half years. 

For Lippe’s loop: Same as Cu-T but after two years, the follow-up can be made yearly. 


TERMINAL METHODS 


Male and female sterilisation methods are offered to couples who have already achieved 
desired family size and wish to have no further child. 


Vasectomy 


Surgical sterilisation for men is one of the safest, simplest and most effective and cost- 
effective. Presently in India, vasectomy comprises only about 10-15 per cent of total 
sterilisations performed. Existing programmes need to be improved and early efforts 
should be initiated to make vasectomy more popular, attractive, accessible and 
acceptable. 

This simple operation can be safely performed in primary health centres by trained/ 
qualified doctors under local anaesthesia. All PHCs should have adequate operation 
theatre and other facilities to provide this service to clients. Every PHC doctor must be 
trained properly in the procedure at district hospitals/training centres so that he/she can 
perform the operation independently with confidence. 

Vasectomy does not impair sexual performance, but many men have doubts, fears and 
misconceptions about the post-vasectomy sex problems. Effective information campaign 
should be made through mass media and other communication channels to dispel 


misgivings from public mind. 


37 


s need detailed advance planning and provision of 


isation of vasectomy camp 
The organtearion® i eening of the cases are 


additional facilities. It has to be ensured that pre-operative scr 
properly done and technical excellence is maintained. 


Tubectomy 


The main operative techniques commonly used today for female sterilisations are - 
conventional abdominal, mini-laparotomy or mini-lap and endoscopic or laparoscopic 
tubal occlusion methods. ; ( 

Tubectomy is the traditional method of female sterilisation, using a routine surgical 
abdominal approach to reach the fallopian tubes under local or general anaesthesia. It can 
be performed at any time and also soon after delivery through a simple and small incision. 
Patients may be discharged from the hospital (within a few days) after the stitches are 
removed or patient is kept under observation for 3 days and if the surgeon is satisfied that 
patients are perfectly normal and careful follow-up is ensured, the patient may be 
discharged. In that case stitches will be removed on 7th day by LHV. 

Mini-lap permits tubal occlusion through a very small suprapubic abdominal incision. 
Interval sterilisations are commonly performed by mini-lap under adequate pre- 
medication and local anaesthesia. This simple procedure can be learnt by any physician 
within one or two weeks’ training and does not need any sophisticated equipment. Under 
optimum conditions, this may be performed as an outpatient procedure and the patient 
may return home after a hospital stay of 4 to 6 hours. However it is wise to keep the 
patient under observation for 3 days to avoid complication. This method is acceptable and 
popular at the PHC level. In field situations it is also the most appropriate method where 
specialists are not available. 

Laparoscopic tubal occlusion, a specialised technique of female sterilisation through 
abdominal approach with a_ sophisticated fibre-optic equipment/laparoscope is 
becoming increasingly popular in our country in recent years. Short hospital stay (48 
hours), almost invisible small scar and minimal operating time are the attractive features 
of this method. The operation should be performed only by skilled and expert surgeons/ 
gynaecologists. As the procedure may sometimes give rise to serious risks/complications, 
adequate training is most important before a physician is permitted to handle a 
laparoscope. This sophisticated operation is ideally suited at the institutional level. B ut, it 
can also be provided at PHC/field level only by well trained and adequately experienced 
specialist. The proced ure can be performed through camp approach by trained teams led 
by surgeons/ gynaecologists. Detailed guidelines for this technique have been prepared 
and circulated to all States/union territories for their guidance and compliance’. 
vse ce through adequately equipped PHCs. Each PHC 
pees a ee 2 pe to provide the services to potential acceptors. 

rained in mini-lap procedures. 


“Laparoscopic Technique of female sterilization, Govt. of Indi ini 
’ fi ia, Minist . 
Welfare, 1984. . nistry of Health and Family 
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Prospective acceptors need careful Pre-operative screening and thorough medical 
examination before they are selected for Surgery. Tubectomy operation is not to be 
performed on pregnant women/antental cases. However, operation may be done in 
selected cases concurrently with medical termination of Pregnancy (MTP). 


Recanalization Programme in Family Planning 


In case some or all of the living children of a sterilized Person die due to illness or natural 
catastrophe or if such a person remarries and desires to have children, facilities for 
recanalization operation have been Provided at limited medical colleges and bigger 
hospitals. It has also been decided that States may offer actual travelling expenses, diet 
charges and incidental expenses out of contingencies in suitable needy cases on merit to 
be decided at the level of state family planning officer. 


Guidelines for Deciding Eligibility for Terminal Methods 


Ministry of Health and Family Welfare vide circular No. N. 11011/1/84-Ply dated 
18.3.1986, has issued following guidelines for deciding eligibility for terminal methods: 


i. The age of husband should not ordinarily be less than 25 years. 

li. The age of wife should not be less than 20 years and more than 45 years. 

ili. If the couple has two or more living children, the lower limit of age of husband 
and wife may be relaxed at the discretion of the operating surgeon. 

iv. Sterilisation services may be provided to couples with at least two living 
children, irrespective of the age of the second child. However, in respect of 
highly motivated couples who voluntarily want sterilisation after one living 
child, the States/UTs may take a conscious decision in this regard, keeping in 
view the local circumstances of the respective States/UTs. 

v. As a general rule, very old and very young persons should not be sterilised 
unless there are other reasons justifying such operations. In case of old people 
the age of the wife should not be one of the considerations for performing the 
operation and should be recorded in the application/consent form. In case of 
young people, the existing number of living children may be taken into 
consideration before performing the operation. 

vi. Before selecting a person for sterilisation operations, the operating surgeon 
must interview the persons to assess if the person concerned is suffering from 
psychiatric instability and is fully convinced and motivated about getting the 
operation performed. 

A specimen of the application form to be obtained from the acceptor of sterilisation 
operation is enclosed. At the bottom of the application form there is a certificate to be 
signed by the Medical Officer which requires him to state, inter alia, the age of the 
applicant by appearance. If this form of certificate is strictly followed, there is little 
likelihood of in-eligible persons being sterilised. This form may be retained in the records 
for a period of five years. 
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Application for Sterilisation Operation 


From 


Name Shri/Smt———______ 
Father/Husband’s Name——________ —_____- 


Centre———___________ , 


Dear Sir, 5 
Please arrange to have me sterilised, My and my wife/husband’s centre_—__—_—. 


and_____ years respectively. 


We have been married and my wife/husband is alive. We____ living children. 
The age of the youngest child is________-years. 


| have consulted my wife/husband regarding my decision to undergo sterilisation 
operation, which has been taken independently by me and my wife/husband without any 
outside pressure, inducement or coercion. | know that for all practical purposes this 
operation is irreversible. My spouse is not sterilised earlier. 


‘Signature of Acceptor 


1. | know Shri/Smt.___________ to the best of my knowledge the information given 
by him/her is correct. His/her number in the target couple register for the 
Centre. 


Signature of Motivator 


Certified that | have satisfied myself that Shri/Smt___________is within the age 
group and is mentally and medically fit for sterilisation operation. The age of applicant by 
appearance is about_________years. There is no evidence that he/she has 
undergone sterilisation operation earlier. ; 


Signature of Medical Officer 
Role of District Health Officials/ CMO 


Every State is assigned the target for sterilisation by the Centre. The duty of district health 
official is to see that he does not give blanket targets but distributes the targets on the 
basis of past performance, what is possible within the socio-cultural environment and 
adequacy of infrastructure facilities. The CMO should have the list of couples eligible for 
terminal method classified by age and parity distribution. | 


He should ensure that the acceptors are selected with great care and that the 
medical officer throughly examines before operating upon the person. CMO may 
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personally verify the selection, while on visit to family planning camps. 


— The couple should be explained fully about the possible compli¢ations and that 
the method is irreversible. 


— All acceptors of sterilisation must be followed up well and in the event of any 
major complications or death, a detailed enquiry must be held by CMO and 
appropriate action should be taken immediately along with the payment of 
compensation. 


— Cases who became pregnant after sterilisation ie. failure cases must be provided 
with the facilities for termination of pregnancy. If follow-up is maintained early 
diagnosis of failure is possible and MTP easy. 


— The CMO must ensure that the sterilisation cases get priority in treatment for any 
complication. 


— Al sterilisations must be performed by trained personnel and adequate 
infrastructure facility should be ensured. 


— The recent guidelines of eligibility for sterilisation issued by the Ministry should be 
strictly followed’. 


— CMO should ensure that the doctors performing laparoscopic sterilisations are 
adequately trained and experienced in abdominal surgery also. 


— The number of cases to be done in camps at PHC level per team should not 
exceed 30 and for upgraded PHC/taluka level hospital or other similar institution 
should not exceed 100. 


— Presence of qualified anaesthetist in the team should be compulsory. Proper 
facility for emergency laparotomy and resuscitation should be available. 


— The medical officer in-charge of the laparoscopic team should ensure that proper 
sterilisation of laparoscope is done and more than one laparoscope and trocar and 
Cannula are available. 

— Allthe acceptors of terminal method of contraception should have proper follow- 
up. 

— CMO should try to assess the laparoscopic programme from time to time so as to 
rectify the faults and fill in the lacunae existing in the programme. 


FAMILY WELFARE CAMPS 


Family planning camps should not merely symbolise STERILISATION CAMPS but should 
be designed in such a manner that the eligible couples can make a free choice of the 


et 
*Detailed guideline forvasectomy and tubectomy operations, their eligibility criteria and contraindi- 
cations are given in the Manual for sterilisation and the manual on laparoscopic sterilisation. 
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contraceptive methods. Facilities for vasectomy, tubectomies both convenional jae ae 
laparoscopic type, IUD insertion, oral pill distribution and distribution of conven spi 
contraceptive must be made available at the camp. Arrangements for follow-up o 
previous camp cases must also be done. . 
Health department personnel constitute the backbone of promotional effort, services 
at the camp and after-care to the acceptors, the other departments like social welfare, 
education, revenue, publicity etc. merely assist the health department in organising the 


campaign. 


Planning of Camps and Selection of Cases 


The district health officials should chalk out time-bound plan of action with respect of 
each area in the district for holding the camps. Circulars must be issued with details of job 
responsibility for managing various aspects of the camp to the medical officers and health 
functionaries. The circular must give clear-cut instructions of what each health 
functionary is expected to do and a detailed guideline must be given to all who are 
concerned with family welfare programme to ensure success of the campaign. 

The camps should be organised at those places as indicated by local motivators after 
registration of cases for terminal or spacing methods and in consultation with MO 
Incharge of the PHC concerned. Criteria for selection of the camp site and the day fixed for 
the camps should be strictly followed which may be as follows: : 


1. Maximum number of eligible couples have volunteered for the family planning 
service. 


2. Site accessible and central to the people of the area. 


3. Water, electricity and accommodation facilities are available. 


Pre-Camp and Inter-camp Publicity 


Intensive pre-camp publicity with all available means should precede the camps. Media 
personnel shouid be requested to give unstinted and maximum publicity support for the 
Programme, to highlight the proper and Scientific arrangements of camp and various 
incentives offered to the acceptors and the promoters and about special after care of the 
acceptors. Utilisation of audio-visual aids for mass media Propaganda of family welfare 


camp and for popularising small family norm will be of great importance for the success 
of the campaign. 
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Procuring Materials and Deployment of Staff 


Requisite quantity of drugs, pre-sterilised surgical instrument and linen and other 
requirements for the camp must be made available and to be on safer side an additional 
quantity of 25 per cent may be sanctioned. The team must be well-manned and CMO 
must ensure that the medical officers conducting the camp maintain the highest technical 
perfection in maintaining asepsis, in surgical operations and other contraceptive 
methods. Proper selection of the cases is a must to minimise the side-effects and 
complications. The MO incharge should personally satisfy himself about the suitability 
regarding age, marital status, number of children and clinical fitness of the case. 

The application for family planning method by the acceptor should bear the number of 
target couple register and signature of motivator and medical officer. 

Additional staff and transport should be deployed by CMO for conducting the camp. 


Payment of Incentives 


The MO incharge should be equipped with sufficient funds for spot payment of incentives 
and meeting the contigent expenditure. After payment, these receipts should be filed for 
accounting. 


Post-operative Advice 
In case of vasectomy in addition to necessary treatment the following instructions should 
be given to the cases in an ‘Advice Sheet’. 

i. Rest and medication for 3 days. 

ii. Avoid excessive exertion and heavy work for 3 days. 

iii. Keep bandage firm and dry until removal of stitches. 

iv. Avoid cycling for 15 days. 

v. Use condom for at least 3 months. 


vi. Must get his semen examined for sperms, and can discontinue condom only ff it is 
sperm free. 


vii. To come to clinic in case of any complications. 


The pamphlet which contains above directions in writing should be given to the 
patient and explained to him. He should also be given follow-up case card and 
should be told about the date, time and place where he can get the stitches 


removed. 
The health visitor HW(M) should be instructed to watch the case daily for at least seven 


days. In case of any complication the nearest MO of PHC should be informed and if 


necessary the case might be referred to the district hospital. | 
The laparoscopic sterilisation cases should be kept preferably for 48 hours and if 
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patient insists on discharge the surgeon who performed the operation i. 
himself/herself about the condition at time of discharge and should certify the . 
day. 

The stitches may be removed by LHV on 7th . 

Post partum tubectomy and mini-lap cases should be kept under observation for 3 
days to minimise complications. . 

1UD insertion cases should be advised adequate rest and be given analgesics. She 
should be told to report to the nearest clinic in case of any complication and she should be 
informed about all the possible side-effects and reassured. The LHV should keep a close 
watch for fever, sepsis, haemorrhage or pain and treat accordingly or refer if beyond her 
control all the sterilisation cases and |UD acceptors. Follow-up and after-care are of 
paramount importance for the success of campaign. 


Follow-up Procedure 


Camp cases should be followed at least twice before removal of stitches. The first follow - 
up may be after 24 hours followed by second, third and fourth day of operation. The field 
staff should be provided with specific list of cases whom they are supposed to follow and 
should report to Medical Officer at the concerned PHC. 

The District FWO and MO of PHC concerned should have the list of cases operated 
along with their full addresses so that they can instruct the field staff to follow-up the 
cases properly. 


Complications of Laparoscopic Sterilization 


The frequency of complications of the laparoscopic sterilization is directly related to the 
degree of surgical expertise. Hematoma of the abdominal wall, wound sepsis and surgical 
emphysema of the parietes and uterine perforation are some of the important problems. 
Major complications vary from intestinal perforation to a large vessel injury, 
pneumothorax, mediastinal emphysema, cardiopulmonary embarassment and even 
death. 
Insufflating gases may produce embolic manifestation. In view of the rare but life- 


threatening complications the Presence of trained anaesthetist and facilities for 
laparotomy should always be available. 


Failure of Laparoscopic Sterilisation Cases 


Failure occurs in about 0.2 to 0.6 per cent of cases. Reasons for failure may be: 


i. Misidentification of fallopian tube, the falope-ring being placed either on round 
ligament or mesosalpinx. 


ii. Defective gripping power of falope-ring. 
ili. Slipping of the falope-ring from the tube. 
iv. Fragmentation of falope-ring. 


. Cases reporting with failure. should be thoroughly investigated and referred to the 
district post partum centre. 
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POST PARTUM PROGRAMME 


This programme can be defined as the Maternity/Centred hospital based approach to 
family welfare programme to motivate women within reproductive age group (15-44) or 
their husbands for adopting small family norm through education and motivation 
particularly during pre-natal, natal and post-natal period. The operational details of the 
programme are available in the Annual Report of HIPPP 1984-85. Currently the PP 
Programme is being implemented in 554 centres with varying provisions and facilities 
upto district level hospitals including 106 medical college hospitals. The Post Partum 
Programme has been extended to 400 sub-district level hospitals during the Sixth Five 
Y ear Plan period. During the Seventh Plan 800 more PP units will be established. Out of 
them 425 PP units have already been sanctioned. 


Staff Sanctioned at Sub-district Level for PPP 


1. Gynaecologist One 
2. Paediatrician One 
3. O.T. Nurse One 
4. Lady Health Visitor One 
5. ANM/Nurse midwife One 
6. Lab. Technician One 
7. Family Welfare Worker One 
8. Store-keeper cum-clerk One 
9. O.T. Attendant One 
10. Driver One 


In case an urban family welfare centre is already functioning in the sub-district level 
hospital or attached with it the same may be abolished and the staff available in the centre 
may be adjusted against the posts mentioned above. 

The chief medical officer is the chairman of the coordination committee and the senior 
medical officer is the project officer under the PP Programme implemented at the district 
level hospital. He is a member of the coordination committee in respect of PP unit 
attached to the medical college hospital. 


Level of Expectation of FP Acceptance in PPP Beneficiaries 


Level of Expectations According to Parity Distribution 


The existing level of expectations set on the basis of obstetric and abortion cases /nter 
alia taking into consideration its parity distribution are being utilised to assess the 
performance of the individual institution from time to time. The target laid down for the PP 
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Units upto district level hospitals are as follows: 


A. Direct Acceptors 


i) Sterilisation — 75 per cent of Obstetric (OB) and abortion 
(AB) cases with three or more living children. 

ii) IUD — 10 per cent of OB and AB cases with O to 2 
living children. 

iii) Other methods — 10per cent of OB and AB cases with O to 2 
living children. 

B. /ndirect Acceptors — Should equal to the expectations for the 

total direct acceptors. 

iv) Sterilisation — 50 per cent of target for indirect acceptors. 

v) Other methods — 50 per cent of target for indirect acceptors. 


C. Total Acceptors 


vi) Sterilisation — Sum of (i) and (iv) 
vii) Other methods — Sum of (ii), (iii) and (v) 


For attaining better health for mothers and children special schemes of anaemia 
prophylaxis and EP! and MCH care are tagged with the programme. As such MCH 
including EPI and prophylaxis schemes forms Part and parcel of PP Programme. 

Each PP unit works in close cooperation and as a referral centre for an UFWC and a 
rural PHC population. 


Functions and Objectives of Post Partum Unit 


a To provide contraceptive advice and services Primarily to the obstetric and 
abortion cases attending the Department of Obst. & Gynae. and various other 
departments of the hospital. 

b. To involve all the departments and staff of the hospital in addition to 
Department of Obst. & Gynae. in the family welfare programme. 


c. TO conduct teaching and training programme in family welfare for 
undergraduate and post-graduate medical and para-medical studies. 

d. To extend maternal and child health and family welfare services and health 
nutrition education through urban family welfare centre to general community 
in the vicinity of the hospital. 

@. To detect early cases of cervical cancer among users and non-users of family 


welfare methods through post partum PAP Smear test facilities wherever 
Provided under post partum programme. 


Functions of Field Staff of Post Partum Unit 


kL 8G Propagate information pertaining to family welfare Programme to individual and 
groups in the community served by the centre. 
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By extension education technique through community participation, impart family 
welfare education, help in the planning and decision making process for adoption of 
small family norm and acceptance of methods of contraception. This will include: 


a. Finding formal and informal leaders and training them in family welfare 
activities. 


b. Helping leaders to organise their own groups to popularise smallfamily norms. 
co Provision of services and supplies at the doorsteps of the people. 


To coordinate family welfare activities and resources (viz. hospitals, private 
agencies, clinics etc.) that serve the community so that there may be maximum use 
of existing facilities and resources. 


To work closely with MCH staff working in MCH clinics and maternity wards to 
ensure that every staff member including ayah and female attendant are 
knowledgeable to carry on with family welfare activities and advise to general 
population to adopt small family norm. 


To develop an overall plan for distribution of conventional contraceptives and to 
develop contraceptive depot holders to meet the demand of the people in the area 
served by the centre. 


A number of inputs in the form of staff, building, surgical equipments etc. have been 
provided to achieve the objectives by the Government of India to State/union territory 
Governments and other implementing agencies. A pattern of inputs has been devised for 
different types of institutions. 


Role of District Health Officials/ CMO 


The CMO/District Health Official has the most important role to play in the post 
partum programme at district level, that is monitoring and evaluating the 
programme in his district which may be present at more than one centres. 
Should ensure maintenance of proper records like eligible couple register of the 
population served, and proper motivation of the acceptors by the field staff. 

He is the chairman/member of the coordination committee of post partum 
programme hence answerable for the success/failures. 

He should ensure that adequate infrastructure facilities are available, strengthened 
down to the rural areas. The family welfare programme is 1 OO per cent centrally - 
sponsored so it is the duty of CMO/District official to ensure that proper utilisation of 
fund and infrastructure facilities are made for the programme. 

CMO should ensure that specialist and other member recruited on PP programme 
are adequately trained in the objectives of the PP and thatPP staff functions actively 
as a trainer for field staff. Number of HWs trained in Cu-T insertion every month 
should be monitored. 

The PP centre should be the highest referral unit for the complicated cases of the 
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PHCs. The infertility cases should be investigated and treated at the PP centre. 


Performance of Staff 
The performance of the staff in PPP can be judged with by the following records: 


Number of expectant mothers registered. 


1. MCH Scheme: a. — 

b. Number of hospital deliveries. . 

c. Percentage of mothers delivered in hospital. 

d. Expectant mothers immunised against tetanus. 

e. Expectant mothers supplied with iron-folic acid 
tablets. . 

f. Infants immunised against DPT and tuberculosis, 
polio etc. 


g. Children provided with iron and folic acid and Vit. 
A concentrate. 

h. Quarterly returns on prescribed proforma reach 
the district from sub-distt. level PP Unit. Distt. 
level PP Units send monthly reports. 


2. Family Welfare Programme: Assessment of performance is made on the basis of 
target achievements. Targets are given for each State separately by the centre. Indistricts 
with extension of All India Hospitals Post Partum Programme at sub-divisional level the 
CMO/district official should ensure Proper and effective referral services, family welfare 
and MCH and immunisation programme services. A monitoring system for evaluation of 
performance in quantitative terms of guidance and expansion of the programme should 
be evolved for efficient functioning and success of the programme. 


— The CMO should hold meetings for reviewing the progress every month. 


_ The district official should be aware of all proposals set up for the PPP by the centre 
for sub-district level hospitals like: 


i. Maintenance of grants at the rate of Rs. 3000.00 perbed per annum for 6 bedded 
sterilisation ward. This amount is inclusive of maintenance, salary of staff, MTP 
work and linen etc. as per orders in force from time to time. 


ii, A non-recurring amount of Rs. 15,000.00 has been provided for upgradation of 


labour room so as to make it adequate to meet the load of work generated with 
Provision of facilities. 


iii. A recurring amount of Rs. 2500.00 per year for replacement of surgical 
_ €quipment and furniture etc., as the Case may be, has been provided. 


iv. A non-recurring amount of Rs. 25,000.00 hasbeen made available for purchase 
of equipment, educational aids, refrigerator and lab. equipment. 
v. State Govts./Union Territory Govts. were 


authorised to purchase one vehicle if 
not already available/provided at DGS&D 


approved rates. Recurring amount of 


Rs. 15,000.00 per annum has been provided for maintenance of vehicle/POL. 
The amount is Rs. 9500.00 if it is a diesel driven vehicle. 


vi. Contingencies: An amount of Rs. 5000.00 per annum is admissible for day to day 


contingent expenses that may be needed to provide other services. 


vii. A provision of Rs. 2000.00 per annum has been made to evaluate the 


performance of post partum programme at the State/Taluka/Sub-district level 
and also to discuss various problems and difficulties coming in a way of 
implementation of the programme aswell as to suggest remedial measures for its 
improvement. 


Medical Termination of Pregnancy (MTP) * 


MTP has an important place in any family welfare programme. It is the ultimate service for 
responsible parenthood. The back-up of induced abortion makes any family planning 
method essentially 100 per cent effective. If not provided within the family welfare 
programme women will seek this service outside the programme, frequently at great risk 
to their lives. MTP should be taken to the people as a health measure under MCH and FW 
package for overall welfare and not in isolation. 


Role of District Health Officers; CMO in MTP Programme 


¥; 


To ensure that all PHCs are equipped to provide MTP so that women seeking MTP 
are not required to travel a long distance and they are not compelled to gofor illegal 
abortion. 

The MTP centres should be adequately equipped with the required infrastructure 
facilities and at least one MO is trained in doing MTPs. 

In PHCs where IUD room is available, Rs. 12,000.00 sanctioned by the Centre for 
conversion of IUD room to OT should be utilised for this purpose. Besides there is 
provision to purchase equipment worth Rs. 1 0,000.00 and Rs. 2,000.00 for 


contingency. 

Should carry out regular inspection of MTP centre so that their standard is 
maintained and basic requirements are ensured. 

Regular repair and replenishment should be carried out at least twice a year. 
Certain guidelines for performing MTP at PHC should be formulated, in view of 
limited facilities and experience of doctors posted at PHC. Following guidelines may 
be provided: 

a. Only low risk cases should be taken. 


b. Period of gestation should be below 10 weeks. 
c. MTP alongwith any contraceptive method acceptance should be encouraged. 


"The MTP Act and the revised guidelines of 1975 for infrastructure development are available 
at the District and State Headquarters. 
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Following cases should not be handled at PHC: 


O 


Lak 
12. 


T3. 
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Patient known to have a systemic diseases e.g. diabetes, cardiovascular 


a. 
diseases etc. 

b. Pregnancy of 10 weeks of gestation and above. 

c. Scarred uterus (caeserian section, myomectomy etc.) 

d. Severe anaemia (Hb less than 9 gm.). 

e. First pregnancy. 

f. Grand multipara. 


g. Known cases of bad obstetric history and Rh negatives and neonatal deaths. 


Investigations such as Hb, blood group and urine examination should be done in all 
cases and it must be ensured that the client has been thoroughly examined by the 
doctor before performing MTP. 


CMO should ensure that MTP centre should have a liaison with private practitioners 
of both modern and indigenous medicine in the area. There should be coordination 
between these practitioners and the doctors at PHC so that needy women should be 
referred to the MTP centre by them. The centre should handle these cases with great 
care and give them utmost priority. 


CMO can organise OT camps once a year for the practitioners of indigenous and 
modern medicine utilising miscellaneous funds for this purpose. OT camps may be 
held for local voluntary organisations which may be involved in the programme. 


Should designate referral centres for each MTP centre/PHC for prompt 
management of complications and emergencies arising at PHCs. While identifying 
the referral centres the proximity and existence of adequate facilities should be the 
main consideration. These referral centres should be strengthened by appointment 
of properly trained gynaecologist and supply of proper equipment. Free transport 
should be provided to the patient from PHC to referral centre and back. 


CMO should ensure that cases sent to the referral centre are treated promptly. All 
complications should be treated free and expenditure for this should be incurred 
from ex-gratia funds available under family welfare programme. A proper feedback 
mechanism should be established between referral and referring centres and proper 
follow-up must be ensured. 


Should hold an enquiry in the event of any complications and death. 


Should instruct the health functionaries to disseminate information that MTP 
services are readily available at the centre and the woman seeking MTP should 
come preferably before 8 weeks of Pregnancy as early abortion is safer. They should 
also be persuaded to accept family planning method to avoid repeat abortion. Itwas 
Suggested that MTP should be treated as a part of family welfare programme. 


Should involve all the health functionaries including the traditional birth attendants 


for motivation and education of the community with respect to various aspects of 
MTP services. 


14. 


15. 


16. 
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Encourage Menstrual Regulation (MR) ie. vacuum aspiration with 4.5 or 6 
mm. Flexible plastic cannula. A modified 50 ml. syringe provides adequate vacuum. 
MR is the treatment of the delayed menstrual period upto 14 days to assure a non- 
pregnant state and a next normal menstruai cycle. Equipment and training for MR 


could be made widely available in family planning programme as a realistic way of 
fertility control. 


The district official should evoive IEC programme for MTP services to suit the local 
socio-cultural beliefs. The health education of the community should include MTP 
services along with MCH care. Attempts should be made to spread information 
regarding the serious complications associated with illegal abortions compared to 
safety of early abortion performed in the hospitals. This should be done especially 
among the men and women in older age group to bring about the change in their 
attitude. : 


Follow-up of all eligible women and monitoring of date of menstrual period for 
detections of early pregnancy will facilitate the use of antenatal care from. early 
pregnancy as well as help women in seeking safe MTP in cases of unwanted 
pregnancy. 


Should organise MTP training programmes for the medical and nursing personnel 
and other health functionaries. In addition to operation of tubectomy the medical 
officer should be trained in MTP and perform 25 operations independently. During 
the training the trainees should be exposed to problems of second trimester 
abortion and complications after MTP so that they are prepared to deal with 
emergency. 


“TM «1 Yu 51 
OF4-6 


COMMUNITY HEALTH C* 
47/1, (First Floor) St. Marks | 


Bangalore - 560 @01. 


5 


iViaternal and Chiid Heaith Services 


The maternai and chiid care is an integral part of the family welfare programme. B oth the - 
services are tobe delivered asa package by the same heaith workers. The main objectives 
of the programme are: 


Ls 
2. 
aS 
4 


5. 


To bring about wanted conceptions. 

To develop the wanted conceptions into heaithy new borns. 

To rear the wanted new borns into nealthy children. 

To avoid unwanted births and to reguiate the interval between the 
pregnancies. 

To adopt a smail family norm. 


Essential activities in the programme are directed towards achieving these objectives, 
the salient features of which are: 


Effective antenatal care. 

Ensuring a safe and aseptic delivery. - 

Appropriate care of mother and the new born during postnatal period. 
Early initiation and maintenance of breast feeding. 

Timely immunisation against infectious diseases and control of diarrhoea and 
acute respiratory infections. 


Monitoring of growth and nutritional status of infants and Preschool chiidren. 
Basic medical care. 


Family welfare and nutrition education. 
Counselling about family planning. 
Provision of spacing contraceptives and sterilization, if necessary. 


Maternal Care 


Antenatal Care 


The antenatal care consists of early detection of pregnancy, detection of early signs of 
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toxaemia or other diseases, foetal growth monitoring, immunisation against tetanus and 
nutrition supplements with iron and folic acid. Antenatal check-up should be done at 
least on 20th, 30th, 34th and 38th week of pregnancy. Attempt should be made to 
register the pregnancy even earlier than 12 weeks. Early identification will help in 
directing the women for MTP if the pregnancy is not desired. 


/ntra-Natal Care 


The intra-natal care for mother would start with preparation for delivery — safe delivery by 
a trained birth attendant (dai). It is a common observation that a large number of women 
deliver at home, and even family members attend on delivery. To ensure a safe delivery 
besides a good antenatal care — following precautions may be taken: 


1. Adequate preparation of the delivery corner in the hut; 
2. Use of a proper deliver kit; 
3. Training of all dais involved in domiciliary delivery. 


A delivery kit is a prepacked sterilised packet containing one blade, one piece of 
twisted thread for tying the cord and a little antiseptic lotion. Such a sterilised packet 
should be made available to the expectant mother at the time of delivery. 


Dai Training 


Each village should have one dai who has been trained at the PHC/SC in the district area. 
The intra-partum period is the most crucial for the mother and the new born. 

A month-long training, consisting of 8 days training at the PHC and rest of the days at 
the sub-centre and the village, should be taken up on crash basis (if not already done). The 
details of dai-training, the curriculum and government provisions are given in the 
document of Ministry of Health and Family Welfare on training at primary health centres. 

Repeated training on important subjects like prevention of tetanus neonatorum, cord 
sepsis, post partum haemorrhage, prolonged labour and its harmful effects on the 
newborn, resuscitation of newborn, colostrum feeding, maternal and child health 
nutrition and inter-relationship between spacing and mother and child morbidity and 
mortality should be undertaken for the dais. 


Post-Natal Care 


Aims at ensuring the mother to establish good iactation, normal recovery from delivery 
and inducting acceptance of a contraceptive method. The health worker should make at 
least three visits to each postnatal case, the second day, the fourth or fifth day and the 
tenth day. Visit on the tenth day can be used also to take the weight of new born if missed 


on the first day. 


Child Care 


The new born should be initiated on breast feeding as early as possible. The practice of 
colostrum feeding should be encouraged. The health guide, and the village dais should be 
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oriented about advantages of breast feeding and its beneficial effects in protecting 
against diarrhoea and other diseases. Adequate training in infant weaning, immunisation 
schedule, diarrhoea control with home-made oral rehydration solution and Vit-A 
prophylaxis should be given. 


Health workers should be able to maintain growth charts, if not of all the children. at 
least that of all children of sub-centre village and high risk children of all villages. An 
infant need to be weighed once every month, while a pre-school child should be weighed 
at least once in 3 months. The growth chart can be used as a good tool for the mother and 
village level worker to understand the milestones of development of the child. 

It is a good practice to arrange a clinic for children below 5 years at the sub-centre once 
in a week which should be attended by the MO or the health supervisor. 


HIGH RISK APPROACH IN MCH CARE 


It may be realised that about 65 per cent of total population need to be covered under the 
MCH programmes. The services, which have preventive and promotive, curative and 
rehabilitative dimensions, are very vital for ensuring child survival. This will hopefully lead 
to better acceptance of small family norm. The quantum of the task is collosal. Each 
health worker in her area of 5000 population may have about 150-175 pregnant 
women, and about 850 children below 5 years for monitoring of growth and development 
scattered in 5-6 villages. With present system of high level of services to be delivered at 
the domiciliary level it may not be possible to provide qualitatively adequate service to 
every one. Hence to be more rational in approach, it is advisable to identify high risk 
mothers and children and to provide adequate services to them at least. 

‘High risk’ or ‘at risk’ approach does not undermine the regular service through the 
staff. However what is necessary is to raise the capability of functionaries like trained dais 
and the health guides to register pregnancies early and be aware and concerned about the 
identification of at risk subjects. 

It needs no emphasis that selection can only be done if the normally existing pregnant 
women and children are listed. 

It may be better to start such an approach in an ICDS block. Such an effort should 
be supported by intensive training and retraining of the dais. The anganwadi worker, 
the HG and dai should be provided with a check-list for identification of those at risk. 
The guidelines for operationalising the high risk approach are given at the end of the 
Chapter. 


Schemes Under MCH Programme 


Prophylaxis Against Nutritional Anaemia 


Anaemia in pregnant mothers is an important cause of maternal mortality and morbidity. 
Not only that it is a common cause of low birth weight among babies, it also affects the 
health of infants and children adversely. For preventing nutritional anaemia the 
prophylaxis scheme has been started where iron and folic acid tablets are given to 
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expectant mother for 100 days before the delivery. Children between the ages ss 7 5 
ive are also given iron and folic acid tablets (one per day) for 100 days asa prophylaxis 
East nutritional anaemia and children who cannot swallow the tablets are given iron 


and folic acid in the form of a syrup. , : 


Prophylaxis Against Blindness Due to Vit. A Deficiency Among Children 


The most severe form of vitamin A deficiency, Keratomalacia coupled with mainutrition 
diarrhoea and other infections is one of the most important causes of blindness among 
children. For preventing this, administration of a massive dose of vit. A solution in oil 
(2 lakhs international units) once every 6 months to all children 1-5 years of age has been 


started. 


Control of Diarrhoeal Diseases Among Children 


This is another scheme initiated by the Government for reducing mortality and morbidity 
among children (see Chapter on Diarrhoeal Disease Control through oral rehydration 
therapy. 


Expanded Programme on Immunisation 


With the specific purpose of reducing childhood mortality and morbidity, coverage of 
eligible children and pregnant women through immunisation against major 6 diseases — 
Diphtheria, Pertussis, Tetanus, Tuberculosis (childhood), Poliomyelitis and Measles has 
been the goal under this programme. (Details given in section on EP/. 


New Born/Perinatal Care 


Realising the fact that a good proportion of the infant deaths occur in our country during 
the early neonatal period, efforts are being made toprovide ad equate care to the new born 


perinatal care. It is proposed to provide neonatal care at 3 different levels with graded 
proficiency services. 


Level/— In Villagés and at PHC level: Since most deliveries are cond ucted at home 
and mostly by dais, efforts are to improve dai’s training to cover more dais under 
training and to include feasible measures to be taken for new born care by dais in 
their training programme. Dais in turn will be supported by referral services from 
PHC through health workers, LHVs and ultimately MO of the PHC. PHC doctors are 
being trained at selected district hospitals in MCH and FP. 


Level // — At District Hospitals: District hospitals, where paediatricians and obste- 
tricians are available, Provide specialised services to the newborn by establishing 
neonatal care units. 

Level Ill — Highly Specialised services at medical college hospitals and other special 
referral hospitals: In order to make these services available to the needy high risk 
approach is to be adopted, with Clearly defined risk factors, back up of a good 
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referral system and intensive orientation to the different personnel to develop 


attitudinal changes and technical proficiency/competence. (Refer section on ‘At 
Risk’ Approach) 


Goitre Control 


Popularisation of iodised salt for prophylaxis of goitre and thyroid deficiency due to iodine 
deficiency is another scheme which is important for preventing suboptimal mental 
development in the new born in goitre endemic zones. In the Seventh Plan period, thrust 


of the programme wouid be iodisation of all edible salt to the community throughout 
the country. 


Nutrition in Maternal and Child Health Services 


District Health Officer/CMO should work in close collaboration and coordination with 
agencies of Ministry of Social Welfare implementing nutrition programmes which 


include: F 


i. Balwadi Nutrition Programme: Being implemented through voluntary 
organisation for children 3-5 years where each child gets nutrition 
supplements, including 10-12 gms. of proteins, which yield 300 calories per 
day. The cost of supplements works out to be 30 paise per child every day. 

ii. Special Nutrition Programme: \t is a state activity for children below 6 years, 
pregnant women in last trimester and nursing mothers during first six months 
of lactation. Each child gets supplements inclusive of 10-12 gms. of proteins 
to yield 300 calories per day and the mothers receive additional nutrition to 
yield 500 calories per day for 300 days in ayear. This supplement includes 20- 
25 gms. of proteins. 

iii. Integrated Child Development Services Programme: lt is a centrally sponsored 
one with nutrition component from state sector. ICDS project provides an 
integrated package of services consisting of: 


i. Supplementary nutrition 
ii. Immunisation 
iii.. Health check-up and referral services 
iv. Nutritional health education 
v. Non-formal education to children. 


For details of ICDS programme refer Chapter on Special Schemes. 


CM O/District Officials’ Role in MCH Services 


1. Coverage and Quality: Objective under MCH services should be to increase 
coverage of the beneficiary population for the essential minim um services of appropriate 
quality. The components of service and expected standards/quality need to beworked out 
by district officials considering the operational feasibility. 
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Vi ing: ivities to be performed .at domiciliary and 
2. Activity Scheduling: Details of activi 
eden eeee need to be spelt out and work schedule tobe prepared by each category 


of staff. 


3. Targets: The district officials may in order to ensure proper attention to MCH 
sonia fix certain targets for the MCH activities also by way of coverage objectives for 
important components of care. This necessitates first of all estimation of eligible group of 
population for each component of service and then fixing up, minimum proportion of 
population coverage for example: 


i. Antenatal registration . 
ii. For minimum number of contacts between health personnel and population 
iii. Deliveries to be conducted by health personnel and trained dais 
iv. Minimum essential number of postnatal contacts by health personnel 
v. Proportion of cases accepting family planning services among MCH services 

beneficiaries etc. 


Good referral system should be established and proper feedback mechanism evolved. 


For this transport provision is of paramount importance. 


Every centre must have provision of facilities for rendering minimum perinatal care. 
CMO/District official must evaluate all the maternal deaths in the district. Post mortem 


of all maternal deaths should be done if possible. 


/nfrastructure 


Lt 
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At the peripheral level ensure infrastructure facilities, buildings, staff and 
equipments and other material resources as per the prescribed norms of the State. 
P articular emphasis be given on getting adequate posts e.g. HW (Female and Male) 
sanctioned and their placement to make the infrastructure functional. 


Some proportion of beds should be reserved for MCH services in the district hospital 
as well as in referral centres identified in the district. 


District hospital should be equipped well for secondary level of care and 
obstetricians, gynaecologists, paediatricians and trained professional workers must 
be available in the district hospital and referral centres. 


Paediatric units with neonatal care facilities should be ensured at the district 
hospital. 


All the traditional birth attendants of the district should be trained to conduct 
deliveries more aseptically by use of cord-kit, and to screen high risk cases so that 
timely referral could be made by them. They should be made to report all the 
deliveries conducted by them to their nearest sub-centre. 


Adequate emphasis to be laid on supervision of trained dais through health workers 
of PHC/Sub-Centre and a good functional relationship should be established. 
Efforts should be made to maximise the us 


e of ICDS infrastructure for enhancement 
of MCH programmes. 


Procurement, Distribution and Monitoring of Material Supplies 


For supplies related to MCH care like FeF ol. Tablets, Vit. A solution, ORS, vaccines drugs 
for basic medical care reagents and chemicals for common laboratory investigations 
growth monitoring card, weighing balance, BP apparatus etc., proper enlisting of hari: 
estimating requirements, procurement and establishing distribution channel according to 
convenience and feasibility, regular monitoring of their consumption with reference to 
beneficiaries covered; maintenance of equipments; etc. need to be ensured. 


‘At Risk Approach’ and Referral for Maternal and Child Health Care 


The development of the risk approach — a managerial tool for the flexible and rational 
distribution of existing resources based on measurements of individual and community 
risks— is a reflection of the constant search for new methods to meet this need in line with 
the principles of primary health care. 

The purpose of risk strategy is to provide better services for all but with special 
attention to those who need them most. In developing local strategies for delivering 
family health care with optimal coverage, efficiency and efficacy, special attention to risk 
groups and individuals is a useful managerial approach. Its purpose is to: 


1. Obtain better diagnosis and measurement of human reproductive casualties in 
communities where health information is deficient and provide a mechanism for 
surveillance of population ‘at risk’ that will facilitate the development of a realistic 
approach to health care. Consult the Task Force report on minimum perinatal care. 

2. Make predictions regarding the level of care required by different individuals or 
segments of community, according to the probabilities of their becoming sick 
during process of reproduction, growth and development. 


3. Provide anticipatory care to individuals and groupswith characteristics indicative of 
special risk to their health, welfare or life. 


4. Eventually at risk approach helps the system to reallocate the resources and 
concentrate them on the population or disease areas which give rise to maximum 
morbidity and mortality. 


Role of CMO/District Health Official 


The establishment of maternal and child health and family planning programmes based 
on risk strategy requires an estimate of importance of defined outcomes to the 
community, the feasibility of detecting those at risk with local resources and porovision of 
facilities for intervention and referral. These factors will vary considerably taken singly or 


together from place to place. 


— The CMO/District official should develop a risk strategy in detail for each area and 
situation separately. 
— The frequency of different outcomes and possibilities of intervention within the 
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framework of local values and resources have to be taken into account. 


— Should study the profile of health problems, risk indicators, level of risk of mothers 
and children so as to formulate new intervention strategies by matching levels of 
risk with levels of resources and applying appropriate technologies. 


Strategies will have to be determined by priorities and resources. For some risk 
factors causally related to the outcome, intervention willbe directed to reduction of 
risk factor. For those that are indicators only (e.g. poverty) the strategy will be to 
alert the service to further action which may consist of examination, referral, 
increased surveillance or a decision that nothing can be done. For other factors 
such as malnutrition and anaemia the need will be for social action beyond the 
usual boundaries of health care. 


Referral centres should be identified and all the health personnel should be 
knowledgeable about it. Guidelines on detection & care of at risk pregnant women 
and children should be prepared and be made available to all the health 
functionaries. 


| 


— The community should be educated and informed about the risk factors, place 
where aid can be obtained and also about the referral services. 


Information support is an integral part of risk strategy: in planning, implementing 
and evaluating it. Wherever possible, health information support for each defined 
area should include the following: 


a. Vital statistics, age-sex distribution of population, fertility rate, mortality 
by age and sex (and by cause if known) and marriage patterns. 


b. Geographical distribution by community and households. 
Area maps and communication facilities and climate. 


d. Cultura! patterns, occupations, religious customs and attitudes to health, 
disease, family planning and child rearing. 


e. Educational facilities and literacy rate of the population. 


- f. Environmental sanitation, water, sewage, flies, rodents and other disease 
-factors. 


g. Community organisation, identity of religious and lay leaders and 
administrative patterns. 


h. Major heaith problems especially in the MCH field, or concern to local 
population. 


i. Health services infrastructure — availability, and distribution by numbers and 


qualifications of personnel and facilities, acceptance and utilisation patterns 
and presence of traditional leaders. i 


The CMO should continuously monitor the statistical summaries prepared by health 
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functionaries every month or quarterly. This would give valuable information on degree of 
coverage of vulnerabie groups, of outcomes and of interventions and their results. There 
should be written feedback of summaries to those who collect the data and this would be 
important in training, supervision and evaiuation of the programme. 


Referral Services 


Functional primary health care programme must have buiit-in two way referral linkages. 
The success of referral programme will depend on provision of simple referral guidelines 
to be provided by the District Health Official to ali the heaith personnel. The credibility of 
referrai service can be increased by honouring the referrals made. The District Health 
Officials must also provide referral cards, transport and routine monitoring of the referral 
must be done. 


The impact of at risk approach and referral services should be studied by the foilowing 
indicators: 
a. Risk identification monitoring. 
b. Referral monitoring. 
c. Maternity care monitoring. 
Ensuring adequate arrangements for referral of cases for appropriate type of 
maternal and child health services is one of the major responsibilities of district 


authorities. The following efforts will have to be therefore initiated by the district 
officials: 


1. Identification and enlisting of all referral facilities within the district for different 
types of services. Establishing appropriate functional linkages between different 
institutions for this purpose through administrative steps, such as, official 
intimation. 


2. Preparation and dissemination of practicai/operationa! guidelines for referral, 
including criteria for referral, places to be referred to, processes involved in referral, 
arrangements for feedback to personnel at different levels of care etc. 


3. Identification of requirement of resources at different levels of institutions and 
ensuring their availability — manpower, material resources like equipment/ 
instruments, drugs etc. 


Appropriate arrangement for tra.:scortation should be made. 
5. Feedback should be sent for follow-up and for creating participatary interest in 


village workers. 
High Risk Factors in a Pregnant Women 


A. History 


1. Age less than 18 years or more than 35 years. 


61 


Roo ON 


a po 


>) 


wo = 


62 


Se Pa a eee Up gece Sans) O 
PR YM OO Oe a Sr RD ee 


Unmarried mothers. | 
Primigravida or multigravida more than five. 

Previous infertility or prolonged interpregnancy interval. 

Previous abortions or perinatel death. 

Previous history of neonatal jaundice, low birth weight babies or neonatal deaths. 
Chronic infections (Tuberculosis, Malaria) and malnutrition. 

Pre-existing medical disorders like diabetes, hypertension, renal disease, seizures 
etc. 

Previous history of post partum hemorrhage or manual removal of placenta. 


Previous surgical interventions during delivery or any type of surgery in 
reproductive tract. 


Prenatal Factors 


Vaginal Bleeding early or late. 

Preeclampsia or eclampsia. 

Poor weight gain. 

Anaemia — Hb. less than 8 gm. 

Diabetes, albuminuria or heart disease. 

Viral infections. 

lso-immunisation. 

Hydramnios, multiple pregnancy. 

Malposition or Malpresentation of the foetus. 
Prematurity or post-datism. 

Premature rupture of membrane. 

Uterine size less or more than period of gestation. 
Signs of foetal hypoxia. 

Foeto-pelvic disproportion. 


Height of the woman less than 140 cm. 


Factors During Labour 


Labour prolonged for more than 24 hours. 


Premature rupture of membranes. 


3. Mecounim stained liquor. 
4. Hand or cord prolapse. 
5. Ante-partum hoemorrhage. 
6. Foetal heart more than 160 per minute or less than 100 per minute. 
7. TRS. 
8. Obstructed labour. 

9. Retained placenta. 
10. Post partum hemorrhage. 
11. Acute inversion of uterus. 
12. Dehydration. 


High Risk Neonates Who Require Referral to Higher Centres 


1. Birth weight 1500 gm. or less. 
2. Refusal to take breast feed. 
3. Persistent vomiting or green coloured vomitus. 
4. Diarrhoea 
5. Abdominal distress 
6. Not passed stool or urine for 2 days after birth 
7. Jaundice 
8. Newborn who required resuscitation at birth 
9. Not maintaining body temperature 

10. Respiratory distress. 

11. Limp baby 

72. Fits 

13. Lethargic baby 

14. Excessive crying 

15. Congenital anomalies 


Neonate should be transported with blankets and hot water bottles. 
EXPANDED PROGRAMME ON IMMUNISATION (EPI)* 


Aims and Objectives of the Programme 


In our country, infectious diseases are the major cause of sickness and death of children. 


“Extracted from the Handbook for Medical Officers on the Immunisation Programme in India, 


New Delhi, Ministry of Health and Family Welfare, 1984. 
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In addition to those who become ill or die, many can be disabled for iife by — 
of some of these illnesses. Many of these diseases can be prevented by immunisation. 


Objectives | | 
The Expanded Programme on Immunization was started in the country in January 1978 
with the objectives of: 
— Reducing the morbidity and mortality due to diphtheria, pertussis, tetanus, 
poliomyelitis, childhood tuberculosis and typhoid fever. Other diseases are to be 
included when and where epidemiologically indicated; and 


— Achieving self-sufficiency in the production of vaccines. 


Magnitude of the Problem 


Based on sample surveys organised in 1981 it is estimated that 25,000 to 43,000 cases 
of poliomyelitis occur every year in the urban areas and 116,000 to 191 ,000 in the rural 
areas. Majority of the children get the disease before two years of age. 

Neonatal tetanus is a major cause of neonatal mortality. A sample survey (1981) has 
shown marked disparity between rural and urban areas. States showing a very high 
incidence of neonatal tetanus are Uttar Pradesh, Maharashtra and Madhya Pradesh in 
urban areas and Uttar Pradesh, Rajasthan, WestB engal, MadhyaPradesh and Tamil Nadu 
in the rural areas. 

On an average 24,525 cases of diphtheria, 296,975 cases of pertussis, 45,327 cases 
of tetanus, 616,325 cases of tuberculosis and 31 9,045 cases of typhoid fever have been 
reported by the state health authorities per year over a decade since 1972. Cases of 
neonatal tetanus and childhood tuberculosis are not reported separately. The actual 


number of cases are expected to be 10 to 15 times higher since there is considerable 
under-reporting. 


Major Tasks 
Major tasks of the programme are: 


— Integration of immunization services so that all vaccines are available at each 
vaccination session. 


Expansion of the vaccination coverage of the susceptible population. 
— Production and supply of vaccines. 

— Strengthening the cold chain for vaccines. 

— Development of a Surveillance system. — 

— Training of health personnel. 


— Preparation of health education material 


al and promotion of community 
Participation. 


Procurement and distribution of vaccination equipment. 
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Operational research. 


Evaluation and monitoring. 


Immunization Schedule 


The immunization schedule should be epidemiologically relevant, technically sound and 
administratively and economically feasible. The following is the recommended schedule 


in India: 
Beneficiaries Age Vaccine No. of doses 
Infants 3—9 months DPT 3 
Polio 
BCG 1 
9—12 months Measles* 1 
18—24 months DPT 1 (booster) 
Polio 1 (booster) 
Children 5—6 years DT 1** (booster) 
Typhoid 2 
10 years TT 1** (booster) 
Typhoid 1** (booster) 
16 years TT 1** (booster) 
Typhoid 1** (booster) 
Pregnant women 16—36 weeks Tt 1** (booster) 


EEE EE na 


“Measles vaccine is available only at selected centres. 
**Give two doses if not vaccinated previously. 


Cautions 


Interval between doses should not be less than one month. 
Minor coughs, colds, and mild fever and malnutrition and diarrohea are not contra- 
indications for vaccination. 


The recommended course of each vaccine must be completed as early as possible. 
lf for some reason, the child did not get the scheduled dose in time (within 4 to 8 
weeks) he may be given the dose as soon as possible without starting the course 


again. 
Different vaccines can be given at the same sitting, for example, DPT, Polio and 
BCG vaccines, but the sites of the injections should be different. 


DPT should be given under 2 years and DT upto 6 years. 
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Contraindications and Reactions 


Vaccines are effective, safe and relatively cheap tools for the pa , vel 
infectious diseases. The decision to withhold immunisation from any child shou Fe ; 
therefore be taken lightly, especially in areas where the health facilities are Ae : e 
diseases rampant. Vaccination of hospitalized children may alsobe considered at the time 


ir di i inated previously. 
of their discharge if they have not been vaccina re ieee 
Mild fever, coughs, colds, diarrhoea and malnutrition are not contraindication to 


vaccination. Such children should not be refused the services if brought to the centre by 
their parents. aah 

Vaccinations may be postponed under the following conditions: 

— High fever (>101° F) 

— Acute illness/child severely ill 

— History of convulsions or central nervous system disorders (for DPT) 

— Acute tuberculosis 

— Severe malnutrition 

In case of doubt the health workers should be asked to consult the medical officer. 

Reactions after vaccination are in general mild and of a short duration. These may be: 

— Mild fever 

— Local pain and swelling at the site of injection 

— Malaise, fretfulness 

— Transient rash (after measles vaccine) 


— Alump or papule appears in the third or fourth week after BCG vaccination. It is 
generally not painful but is tender to touch. The Papule increases in size to 6 to10 
mm in diameter by the sixth week. The nodule softens with the formation of pus. No 
treatment is necessary. At the end of 10 to 12 weeks only a small scar is visible. 


severity of the reactions May increase in the older age groups. These vaccines are, in any 

case, not indicated in such children from epidemiological point of view. | 
Abscess formation is usually due to the‘use of unsterilized or inadeq uately sterilized 

syringes and needles. The injections are painful if blunt or barbed needles are used. 


Guidelines for estimation of eligible children and mothers for vaccination and 
requirement for vaccine should be followed as given in Immunisation Manual. This 
document should be kept ready for use by the EPI officer and CMO for guid ing the storage 
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of vaccine; maintenance of refrigerators and management of cold chain and distribution 
of different vaccines at the service agencies. | 


Role of CMO or EPI Officer 


1. It must be ensured that all the 3 doses of DPT and polio vaccine are given to the 
children before completion of oneyear. The 3 doses of oral-polio vaccine (OPV) should be 
administered before attaining 6 months of age. Special campaigns should be held for OPV 
distribution as part of a concerted effort to control poliomyelitis. 


2. Special campaigns may be organised (Pulse Campaign) in defined geographic 
areas to cover all children below 2 years by 3 doses in 3 successive months once in ayear. 
Such a process is likely to diminish the disease transmission and raise the herd immunity. 


3. Ensure reporting of all polio and tetanus neonatorum cases and investigation of 
each case regarding vaccination status of child and that of mother in neonatal death. 


4. Adequate training of health workers, anganwadi workers and the TBAs should be 
undertaken. Gradually, all the PHC MOs and other District Health Officers should be 
trained in use of EP! manuals of WHO. 


5. While on tours the officers may check the storage of vaccine in the refrigerators, 
cold-chain equipment and if possible check the procedures of sterilisation of syringes etc. 


6. Pre-campaign publicity through mass media, OTCs and _ personal 
communications should be ensured. 


7. Random samples of the vaccine should be collected and sent for potency test. 


8. Do sample check for immunisation coverage according to WHO guidelines. 
9. Drop-out rates, if excessive, should be investigated. 


10. Collaborate with research Institutions to assess the impact of immunisation by ~ 
evaluatory studies. 


11. Enclosed check-list may be used to monitor the programme. 


Check-List for Monitoring 


CODE 
MONTH: 


STATE DISTRICT MC 
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/ndicator of problem Notes 


Point Method 
1. Number Check register “Achievement less than 
vaccinated spot checks the proportionate 


target. 


eee 


2. Age Check register 
spot checks 


3. Drop out Check register 
rate spot checks 

4. Utilisation Check vaccine 
stocks 

5. Stocks Check register 
Verify stocks 

6. Storage Check temp. 
record form 
Check refri- 
gerator 


*More than 10% of the 
chidren given DPT & 
polio vaccines above 
12 months of age. 


“Drop out for the first 
to the third dose more 
than 15% 


‘Vaccination utilization 
less than estimated by 
performance reports. 


*More than one month’s 
requirement at PHC. 


*More than three month’s 
requirements at district 
and State stores. 


*Nil stocks at district 
and State stores. 


“Date expired vaccine. 


“Temperature record not 
maintained. 

“Frequent rise in 
temperature above 8 C. 


"Door frequently opened 
by unauthorised personnel. 


“Thick layer of ice 
around freezing 
compartment. 


“Vaccines stacked 
haphzardly. 


"Vaccines kept in the 


door. ' 
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Point Method Indicator of problem Notes 


7. Distribution Check records *More vaccines taken to the 
Question staff field than daily requirement. 
observation 


*Less vaccines taken to the 
field than daily requirement. 


Ice packs not frozen 


completely. 
a al Sli i. os eo 
8. Session Observation *Attendance less than expected. 


Discussion “Session dates changed 


frequently and without notice 


*Unsterilized equipment used. 


“Disorderly movement of people. 


*More than one vial of same 
vaccine opened at one time. 


“Vials not kept on ice/cup 
with iced water while in use 
vaccines exposed to direct 
sunlight. 


a 


“Community not informed about 
immunisation schedule, expected 
reactions, date of next visit. 


2 eee eS 


*Impolite behaviour of staff 


eS 


*Correct technique for vaccine 
administration not followed. 


ee ee 


9. Reactions Question *Abcesses 
Examination 
of children *Severe reactions. 
10. Impact Check records “Reported cases in 
Question staff vaccinated children. 


& community 
Examination 
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NATIONAL DIARRHOEAL DISEASE CONTROL PROGRAMME 


The immediate short-term objective of this programme is to reduce mortality and 
diarrhoea related malnutrition in children by means of oral rehydration sia on 
primary health care activity and to promote research to develop improved . an 
strategies. The long-term objective of the programme is to reduce morbidity due to 
diarrhoeal diseases by improvement of child care practices, epidem iological surveillance 
and provision of simple excreta disposal and water supply facilities together with 
activities to encourage their acceptance, maintenance and utilisation. Health education 
has to be constituted as an integral part of each of these strategies. . 

The following targets for percentage reduction in mortality due to diarrhoeal diseases 
have been specified by the Government of India: 


Year Percentage reduction in mortality 
due to diarrhoea 


1990 715 
2000 95 


No provision for additional staff has been made for this programme, since it is 
implemented as a part of the Programme for primary health care. 

The thrust of programme is on health education for good personal hygiene, 
environmental sanitation and use of Oral Rehydration Therapy (ORT) in the event of 
diarrhoea. 


Home Made Oral Rehydration Solution (ORS) 


The mothers have to be educated to use clean drinking water for the children and add a 
pinch of salt and 3 finger scoop of Sugar to a litre of water which tastes like tears. This 
should be consumed by the child all the day. If the diarrhoea is severe or there is vomiting 
and fever, child be shown to the doctor. The mothers should be told to prepare fresh 
sugar-salt solution every day. 


ORS Packets: As shown later the ORS packets are to be stocked with the HG/ Health 
Workers. Each ORS packet is to be dissolved in 1 litre of drinking water to make a 
electrolyte solution. 

Water and electrolytes are ev idently replacement therapy and yet this Procedure does 
reduce to a large extent morbidity and mortality. For prevention of occurrence of new 
episodes, provision of adequate potable water for atleast drinking purposes is necessary. 
The Government has undertaken the task of providing clean water to all the villages. The 


promotion of breast-feeding, discouraging bottle feeding and stress on Personal and food 
hygiene. 
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Role of CMO or District Health Official 


1. To organise training programmes for various categories of health workers to impart 
knowledae and skills in oral rehvdration therapy (ORT). 

a Estimate of ORS requirements have to be made on the basis of incidence of 
diarrhoea episodes in children under five years of age. It is presumed that there are two 
episodes of diarrhoea per child per year. 

3. Ensure supply of ORS to primary health centres. 

4. CMO should get the numbers of children underfive from medical officers of PHC to 
ensure delivery of adequate number of ORS packets to each PHC. 

5. Must ensure that monthly diarrhoeal diseases surveillance report from each PHC 
reaches district health department. 

6. Imporve the outreach and effectiveness of diarrhoea management throughout the 
health system. 

7. Use all available channels to disseminate knowledge, impart skills and encourage 
the practice of better management of diarrhoea. Special stress should be on Dai and HG 
training. 

8. The CMO should also consider the production and distribution of other supplies 
besides ORS such as intravenous fluids, weighing scales, containers, measuring spoons 
and educatonal materials. | 

9. CMO should identify one sentinel PHC in the district to report morbidity and 
mortality of diarrhoeal diseases. 

10. Standing instructions for referral of severely dehydrated cases to PHC and 
district should be issued upto the village level. , 


/EC Programme in Supprt of Diarrhoeal Disease Control 


1. Educational materials and methodology should be developed to increase the 

acceptance and efficacy of oral rehydration therapy among the villagers. 

2. Each health worker must be provided with explanatory pamphlets printed in local. 
language outlining the danger signals in diarrhoea and vomiting, the method of making 
rehydration solution, the safety precautions to be observed in its use and the importance 
of continued feeding of children during episodes of diarrhoea. 

3. The health workers should be made responsible to instruct rural mothers and 
community elders individually or in small groups in management of diarrhoeal diseases. 
The mothers should be encouraged to prepare the oral rehydration solution and give it to 
their infants in the presence of a health worker who can thus observe whether all safety 
procedures are properly followed. . 

4. Folk media such as village fairs and festivals have to be used to inform the public 
about oral rehydration therapy and the importance of continued feeding during episodes 
of diarrhoea. Preparation of home-made rehydration solution should be publicised. ; 

5. Repeated orientation training of the health functionaries are important in 
improving and maintaining their competence in application of oral rehydration therapy. 
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6. The health functionaries should be able to distinguish ine Sanne pana 

cases from the complicated ones which ce eslladh so that ‘at risk’ cases ca 
i nt by appropriate referral. af 

eT ee a notation of other nates village leaders by the female and 
wile health functionaries must include importance of proper home sanitation. : 

8. Washing hands before eating and infant feeding should be emphasised inOTC an 
school and relationship of bottle feeding with diarrhoea should be explained. 

9. Use of oral rehydration solution EARLY in diarrhoea and treatment of dehydration 

ised. 

eer cen between simple and dangerous signs of diarrhoea must be explained, 
such as, appearance of blood and mucous, fever, vomiting, sunken eye, depressed 
fontanelle etc. | . 

11. The wrong belief of withholding food and fluid including breast milk during 
episode of diarrhoea should be removed from the minds of the people. 

12. Proper storage of drinking water for the family and use of boiled water for the 
infant and toddler should be emphasised. 


Definitions Used in Diarrhoea Control Programme 


Dehydration: Loss of water and dissolved salts from the body. 

Rehydration: Correction of dehydration. 

Oral Rehydration Therapy (ORT): The administation of fluid by mouth to prevent or 
correct the dehydration that is the consequence of diarrhoea. 

Oral Rehydration Salts (ORS): Specifically the standard WHO/UNICEF recommended 
formula consisting of: 


Sodium chloride 3.5 gm. 
Sodium hydrogen carbonate 2.5 gm. 
(bicarbonate) 

Potassium chloride 1.5 gm. 
Glucose 20.0 gm. 


to be dissolved in one litre of clean drinking water. ORS is generally provided pre-packed 
in a dry form to be reconstituted when required. 

_ Saver Sodium concentration canbe used for treating most cases of diarrhoea in infants. 

It is, however, not suitable for use as universal solution: for example, as rehydration 

treatment in cholera. 

Potassium Chloride is required in ORS for the treatment of dehydration in children as 
potassium losses in children during diarrhoea are relatively high. 

The Bicarbonate in ORS is necessary for the treatment of acidosis which frequently 
occurs with dehydration. Glucose is included in ORS principally to help the absorption of 
sodium and not as a source of energy. Ordinary sugar (sucrose) can be substituted for 
glucose with near equal efficacy though twice the amount of sugar is needed. Increasing 
the amount of sugar in the formula as means of improving palatability or increasing its 
nutritive value is potentially dangerous as it can worsen diarrhoea. 
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Clinical Assessment of Dehydration in a Child 


Signs and Symptoms Deficit mild Deficit moderate Deficit severe 
L i . 
oss of weight 4-5 per cent 8-10 per cent Over 12 per cent 
Child’s appearance Alert thirsty Restless Quiet & limp 
Drinks eagerly Thirsty even unconscious 
Mouth No free saliva Tongue dry Tongue dry 
wrinkled Lips dry 
Skin elasticity Normal Recovery slow Stands in ridges 
Eyes Normal Slightly Dull and 
shrunken shrunken 
on ee 
Fontanelle Level depressed Markedly 
(in infants) depressed 
(7 (rrr ——————E ann 
Urine output Normal Small amounts Less than 200 ml. 
in 24 hours 
Radial pulse Raised rate Rapid and weak Weak or absent 
Blood pressure Normal Systolic depressed Low even with 
by 5-10 mm by child recumbent 
Breathing Rate Increased Increased Very rapid 
Depth Normal Increased Deep sighing 


Clinical Criteria for Route of Fluid Administration 
RSs) ee eee 


Oral Parenteral 
—Mild or moderate dehydration — Severe dehydration 


—Moderate acidosis or alkalosis 

—Persistent vomiting 

—Apathy, coma or convulsion 

—Hyperkalemia 

—l|f parenteral antibiotics are required 

—Gross abdominal distension or severe 
diarrhoea following oral fluids. 


—Mild acidosis or alkalosis 

—Little or no vomiting 

—Child conscious and thirsty 

—Mild to moderate hypokalemia 

—If patient will not accept enough fluid by mouth 
give claculated amount by intragastric drip 
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Information, Education, Communication 
and Population Education 


There is need to step up the communication and education strategies in order to achieve 
the programme goals through increased community acceptance. Multiple strategies in 

various combinations will have to be used for different target population groups. At the 
district level, the district media officer with two deputy media officers working under the 
CMO are responsible for planning and implementing IEC activities under all health 
programmes, including family welfare. At the Block/PHC level the BEE is the person 
mainly responsible for organising IEC activities even though all health workers including 
doctors have their complementary role in this function. The district media staff will have 
to develop a close functional liaison with the state media section as well as the State 
Health Education Bureau for their effective functioning. 

The main activities of the media personnel in the district include media activities (mass/ 
extension/health education) for health programmes with particular emphasis on MCH 
and FP programme components through Radio and TV Programmes; public hoardings; 
displays in buses, offices, wall paintings and wall writings etc., short film shows, 
screening of FW quickees in cinema halls, screening of video cassettes in cinema halls; 
use of folk media, puppet shows, cultural Programmes like songs and dramas; quiz 
Programmes, arranging debates/essay competitions in schools for older children; 
formation of groups like youth clubs, FP clubs and women’s clubs with emphasis on the 
FW activities, organisation of health and FW exhibitions and fairs etc. In addition, in 
villages and slums and in health care institutions group health talks with appropriate 
educational aids are also arranged. Organisation of opinion leaders camps hasbeen one of 
the regular targetted activities under IEC programme. 


In order to enhance the performance under IEC activities the district CMO should 
ensure the following: 


1. The placement of all three media staff in the district and Provision of sanctioned 
equipment and vehicle to the unit. 

2. Supplies/eq uipments for IEC activities to be made available as per requirement 
and this should be initiated by the IEC personnel at different levels of health 
institutions. 
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10. 


+7. 


Vas 


13. 


14. 


15. 


Detailed activity scheduling for lEC activities in the district. This is tobedone in 
collaboration with programme officers at the District level and BEE/MOs of 
PHCs to ensure appropriate coverage to the most needy group of population. 


The district team should work in close collaboration with PHC BEE and the 
field level health workers for all media activities to elicit more active 
participation of local people and to increase the credibility of the workers. 


Involvement of the MO of the PHC in all the IEC activities to be ensured 
through proper instructions, supervision and monitoring. 


Ensuring training of the media staff in IEC concepts, strategies and techniques 
through refresher courses. 


Local preparation of educational aids by health personnel to be encouraged 
and necessary guidance and facilities to be provided and their proper use tobe 
ensured. (This should include posters, models, etc.) 


With proper liaison with state authorities and the voluntary organisations 
active in the field of health and family welfare, better sources of educational 
aids be explored and used. 


With regard to organisation of opinion leaders camps with revised guidelines 
provided by Central Government should be followed. 


District level and village level camps should be properly followed up whereby 
it can be made sure that action plans (earmarked responsibilities of the 
members) have been actually undertaken and necessary support in this regard 
could be given. 


Close liaison with the Ministry of Information and Broadcasting, State 
Information/P ublicity/Social/Voluntary Organisation, Department of 
Education and School authorities should be established and cooperation 
obtained in promoting the programme. 


Proper monitoring of the IEC activities through discussions during meeting 
and study/review of reports should be made and during every supervisory visit 
efforts should be made to inspect and follow-up some of these IEC activities 
and observe some IEC activities personally for checking their quality. 


One of the responsibilities of the District CMOs and media personnel would be 
to help preparing talking points for health workers and in deciding technical 
contents in the messages for mass communication. 

Regular mobility tobe ensured for district/PHC media staff in the field in order 
to be familiar with local problems and needs, and to formulate activities 
accordingly by health workers in the area. 


Short workshops or training sessions should be organised for staff of health 
institutions in media/IEC strategies periodically. 
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16. 


vy. 


18. 


19: 


20. 


24, 
ee. 


Use of media staff at district and PHC level for miscellaneous purposes other 
than for health, particularly IEC activities, should be strictly curtailed and they 
be given opportunity and encouragement to devote adequate attention to their 


specific job responsibilities. 

For selection of participants for OT camps at PHC and district level, specific 
criteria be worked out and followed. 

Training, appropriate to local needs, be planned in addition to those covered 
under the official guidelines. 

As far as possible involvement of district CMO/Dy.CMO in the OT camps be 
encouraged both at district and also at the PHC level. 


Adequate emphasis to be given on IEC activities in the hospitals with post 
partum units to ensure better awareness and acceptance of FW services and 
small family norm by hospital clients. 


Preparation of relevant messages at appropriate time. 


Detailed guidelines for OTC should be consulted as shown out by Ministry of 
Health and Family Welfare. 


The CMO and DFWO should also make sure that right kind of messages are conveyed 
to the community by the health functionaries. There is seasonality in occurrence of 
diseases. Publicity for prevention of seasonal diseases, personal and environmental 
hygiene and immunisation should be emphasized through personal communication by 
the health workers and the mass extension media. Examples of important areas in which 
community awareness should be created are as follows: 
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Personal hygiene. 

Use of ORS — Home made ORS. 

Breast feeding and weaning foods. 

Growth monitoring of child and signs of early malnutrition. 
Immunisations schedule. 

Food for child and deficiency diseases (Vit.A). 

Prevention of diarrhoea, xerophthalmia and parasitic infections. 
Pregnancy and its registration and facilities for Iron Folic Acid. 
High risk pregnancy and TT immunisation. 

Delivery by trained staff only. 

Spacing for promotion of child health. 

Type of contraceptives available, source of contraceptives, their availability. 
Availability of MTP services. 


Population Education 


1. Concerted efforts should be made to ensure that the education on health and 
family welfare services, pupulation problems, reproductive health and physiology are 
incorporated in middle and high school teaching curricula. Forums should be created in 
schools and for unemployed youths through Yuvak Kendras, mahila mandals and Gram 
Sabhas for giving such education. 

2. The CMO/District FWO may encourage the young students of middle and higher 
secondary level to compete for essay writing and inter school debates on subjects like 
population growth vs economic development, agrarian society vs small family norm, child 
survival and small family, family and food production etc. Such original activities should 
be adequately rewarded by the District Collector or a prominent citizen. The CMO and 
DFWO can act as judges and promoters. 


77 


7 


Health Information System 


The family welfare statistics are collected by the Evaluation and Intelligence Division of 
the Department of Family Welfare from the States. Instructions on the maintenance of the 
records at the district, PHCs and the sub-centres have been compiled and issued on 
standard proformae. Procedures for collecting the data for MCH and family welfare 
programme are issued by the Ministry of Health and Family Welfare’,’. 

The purpose here is to emphasize that these service statistics from the PHC units and 
other reporting units and the hospitals are the main source of information to the chief 
administrator of the district. With this data it is possible to monitor, supervise and assess 
the efficiency of functioning of health services. It is imperative that the CMO should 
receive Classified and tabulated data from each geographical area on various aspects of 
MCH and Family Welfare Programme as identified within first week of the month so that 
he is aware of the profile of the district before the monthly meeting of the PHC officers. 


Management Information Evaluation System (MIES) 


The service statistics from the sub-centres are collected by the health workers and sent to 
the PHC. The PHC collects the monthly return forms on this integrated proforma to the 
district statistical unit. The district office is required to send the compiled information on 
the integrated proforma before 20th of each month to Central Bureau of Health 
Intelligence at the Ministry of Health and Family Welfare. This data are analysed through 
the computer and circulated through the monthly bulletin of CBHI. 


Role of CMO/DHO 


1.. All computers and statistical assistants posted at the PHC, Taluka hospitals should 
be trained in health statistic compilation and tabulation. 


1. Manual of Family Planning (Records and Returns), Ministry of Health and Famity Welfare, 
_ Government of India, New Delhi. 


2. Management Information Evaluation System, Central Bureau of Health Intelligence, DGHS, 
Ministry of Health and Family Welfare, Government of India. New Delhi. — 
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2. CMO should ensure supply of forms, registers, diaries and monthly return forms to 
all the reporting units. 


3. Eligible couple registers should be checked by the BEEs and the supervisors and 
updated yearly. 

4. Analysed data in graphs and charts should be displayed. 

5. At least 10 per cent verification of MCH beneficiaries and contrceptive data must 
be undertaken by the district statistical staff. 

6. Tabulated data onFP acceptance, MCH and immunisation performance should be 
compared within the units and compared with last years performance. Reasons for 
shortfalls should be analysed and the information on performance and corrective 
measures should be sent to PHCs by the D and E cell of the district. 

7. District D and E and statistical cell should be provided adequate facilities for 
tabulation, drafting, typing, duplicating and despatch to all the officers. 
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Supervision 


Among the various components of personnel management supervision forms the most 
important function for efficient and effective use of human resources. However, this 
appears to be the weakest management function, particularly at the district level and . 
below where it is most critically needed. Supervision suffers from among other things 
inadequacy of supervisory staff and lack of adequate facilities for mobility. To ensure 
maximum productivity by staff it is important that: 


i. every supervisor be clear about their specific roles and responsibilities; 


ii. they be adequately equipped in terms of knowledge and skill (technical 
and supervisory); and 


ii. be provided with essential facilities, mobility, resources and authority to 
ensure proper discharge of their responsibilities. 


While the importance of administrative supervision cannot be underrated, the need for 
emphasising supportive supervision is being increasingly recognised. 
Supervisory Roles 


A supervisor should be management-oriented: 


1. As aplanner, the supervisor be able to set targets and tasks among subordinates and 
enable them to prepare jointly work plans and schedules. 


2. As a facilitator, provides resources and necessary support to the staff. 


3. As a communicator, helps by communicating and Clarifying duties and 
responsibilities and instructions and operational/administrative guidelines. 


4. As an administrator, ensures achievements of programme targets, ensures 
discipline inwork situation and wherever necessary initiates disciplinary procedures 
€.g. in case of non-compliance with instructions. 
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As a supervisor, assesses the performance of staff and corrects deficiencies and 
guides towards improved performance. 


As a guide and friend, identifies problems and helps the staff in their solutions. 


As a trainer, provides education and training to staff to improve their skills, 
knowledge and capabilities. 


As a leader, provides leadership in staff motivation through recognition and reward 
for good work. 


As a manager, coordinates the activities of different members of the health team. 


Different Levels of Supervision 


1. 


CMO, being the chief of all health institutions and activities of the district, is the 
overall incharge. 


In most States the CMOs are assisted by the Deputy CMOs or DHOs. 


District level programme officers incharge of implementation of different national 
health programmes delegated having authority from CMOs including TB, Malaria, 
Leprosy Media/IEC etc. 


District level paramedical supervisory staff under selected programmes like 
Malaria, TB, Leprosy, etc. 

MOs incharge of PHCs, district hospitals, Taluka/SD/hospitals dispensaries, etc. 
under supervisory control of CMO are responsible for supervision of staff in their 
own institutions. 

AtPHC the first level non-medical supervisors like male and female supervisors and 
BEEswho are to function as the link between peripheral health workers and the total 
health system. 


Methods/Processes/Means of Supervision 


The important means of supervision commonly used are: 


1. Review of reports, records, daily diaries of staff, etc. 

2. Field visits for inspection of work situation and observation of activities of staff 
at work. 

3. Holding staff meetings and review of work with the staff. 

4. Overseeing stock position for essential supplies and resources and indenting 


and ensuring their availability. 


5. Communicating to staff instructions and guidelines verbally or through 


written orders, or through manuals. 
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6. Training or educational activities for staff either individually or in groups. 


Preparation or maintenance of annual confidential report of staff based on 
performance appraisal. 


8. Discussions with staff directly or through their immediate supervisors 
regarding administrative issues/disciplinary matters, followed by decision- 
making and execution or recommendation to higher authorities as indicated. 


9. Deputing appropriate staff members for staff development and inservice 
training programmes as and when opportunities arise. 


For proper supervision the District Officials (CMO/DHO) should ensure the following: 


Allocation of Responsibilities 


Allocation of clear supervisory responsibilities to district staff based on the programmes/ 
specialities and on geographical basis e.g.: 
i. Division of PHCs and other health institutions on geographic basis among 
deputy DHOs for overall supervision of all health programmes and activities 
including MCH and FW. 


ii. Fixing overall supervisory and administrative responsibility of MCH and FW for 
the entire district under CMO, for proper coordination of activities, resource 
supplies, reports, etc. 


Management of Material Resources to Ensure Availability 


Work out clear procedures and processes for ensuring procurement and distribution of 
essential supplies at different institutions. Time schedules to be fixed for indenting and 
collection of items, criteria for calculating requirements of supplies to be standardised 
and made available to all concerned staff: fixing responsibility of planning, indenting, 
procuring, storing and distribution of different items of supplies to appropriate officials. 


Adequate Information and Tools for Monitoring and Supervision 


Ensure availability of performance reports on MCH and FW activities as per accepted time 
schedule, work out plans for analysis of the information and work out appropriate 
indicators of performance for institutions and the district as a whole so that monitoring 
becomes easy and meaningful. 


Ensure proper use of already available tools for supervision like regular reports of 
performance, tour Programme of staff, daily diary of field staff, etc. €.g.: 


i. Apart from quantitative analysis of percentage achievement of allotted 
targets, look into qualitative aspects like age distribution of children receiving 
immunisation, months of gestation at the time of Pregnancy registration, 
Proportion of MCH service clients accepting FP methods, surveillance of 
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diseases like diarrhoea, EPl covered diseases and their linkage with 
immunisation performance, etc. 

ii. Ensuring proper daily entries by the workers first line supervisors in their daily 
diaries and more frequent review of these diaries by their supervisors to 


examine quantum and nature of activities rather than checking or signing as a 
ritual. 


iii. Use of advance tour programme of staff for concurrent or consecutive 
supervision and verification and support of their activities. 
iv. Administration and supervision of IEC component for all health programmes 


including MCH and FW with the district media staff who should be working 
under the CMO. 


v. Close on-the job supervision of service components under MCH and FW 
programme by the district PHN or the district LHV for the whole district, 
including hospitals. 


Scheduling of Activities 


DHO/CMO should ensure scheduling of detailed activities under MCH and FW like holding 
of clinics, camps, (immunisation, FW and OTC), IEC activities for community groups, 
training sessions for groups of staff members, staff meetings, etc. This should be jointly 
worked out and copies made available to all district level and lower level supervisory staff 
(See Chapter on Planning and Development of Action Plan). 

Scheduling of mobility/touring of different officials jointly and ina coordinated manner 
and plans to be available at the district and PHC levels. 

Check-list of essential items to be performed during supervisory visits by different staff 
to be prepared jointly for district officials and inturn similar exercise to be done for lower 
level supervisory staff also. 

Supervision of specific activities under MCH and FW services, including those under 
EP| should ensure adherance to schedule as already approved, procedures adopted 
technical as well as administrative as per official instructions, interaction with clients, etc. 


Performance Appraisal 


Objective criteria/standards for performance of staff to be prepared taking into 
consideration factors like regularity, sincerity, compliance to orders/ instructions, general 
attitude to work, technical proficiency, interpersonal relationship with colleagues and 
clients or community, initiative and willingness to take up responsibilities, concern for 
quality of performance etc. in addition to actual physical achievement of programme 
targets. Never neglect the views of the immediate supervisors and always provide 
feedback to staff and opportunity to the staff concerned to express views about own 
Pe al appraisal be based on objective criteria with feedback followed by efforts 
to improve performance. Reward for good performance need to be ensured to achieve 


staff motivation. 
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Supervisory Visits 

Ensure that every supervisory visit by the district officials is followed by submission of a 
detailed report, indicating remarks on observations made as per check-list, actions taken/ 
initiated on the spot and suggestions for the action, if any, within specified time lim it. This 
should be submitted to the CMO/DHO with a copy to the officer incharge of the institution 


visited. 


Staff Meetings 


Regular meetings to be organised by the CMO/DHO with district officials alone, and 
district officials alongwith officials from peripheral institutions. For these meetings: 


i. Agenda items to be prepared in advance and circulated to all concerned. 


ii. One of the agenda items should be review of tour reports and follow-up 
actions. 


iii. Minutes of meetings should be made available to all concerned within 
specified time limit indicating clearcut responsibilities for action to different 
Staff/officers. - 


iv. Duringmeetings opportunities to discuss staff experiences related to maternal 
deaths, laparoscopic sterilisation failures, deaths following MTP or FP 
procedures etc. should be given where details of causes and corrective steps 
could be discussed. 


Mobility of Supervisory Staff 


One of the reasons for poor supervision is lack of facilities for Proper mobility of staff. All 
transport available at district level should be pooled and allotted for supervisory purposes 
in a coordinated manner based on the detailed advance tour programmes of officials. 
Procurement and supply of POL for this purpose is CMO/DHO’s responsibility, in addition 


to maintenance of vehicles to ensure timely availability. 


Target Allocation 


Allocation of targets under different components of MCH and FW programmes should be 
based on accepted criteria of actual size of eligible couples, availability of resources, past 


Be Available and Approachable to Staff 


As a supervisor be available to subordinates of all levels for individual discussions when 
required. A specific time may be allotted at regular interval, eg. once a week for this 
Purpose and made known to all staff. 
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Guidelines for Supervisory Visits by DHO/CMO 


: 


10. 


Va: 


13. 


14. 


Criteria for selection of institutions or places to be visited can be defined as follows: 


organisation of family welfare camps, poor performance of a PHC in programme 


components as revealed by review of reports, reporting of administrative issues 
requiring special enquiries, review meetings of staff/training and orientation 
camps/courses. 


Visits may be — surprise visits or with prior intimation. 


Availability of adequate baseline information regarding the place/institution to be 
visited for those relevant to the problem under consideration. 


Even if a place is visited with a specific purpose (to attend toa specific problem) the 
opportunity should be utilised for reviewing general aspects also e.g.: 

— Maintenance of physical premises. 

— Presence or absence of staff with explanation. 

— Registers/Records available at the institution. 


General discussion with staff on different aspects of performance and their 
problems. 


Review and discussion with some beneficiaries available at the spot regarding 
availability and quality of services. 


Procedures adopted for the activities undertaken by staff to be checked to see if as 
per instructions or not. 


Once in a while cross verification of information in case record from the outreach 
stations or villages or in the FW/Laparoscopic camps. 


Display of activities, charts, educational materials in the institutions right upto th 
sub-centre level to be checked. 


Use and maintenance of equipments and instruments to be checked. 

Visit to sub-centres/villages. If time permits, selected sub-centres or villages which 
do not fallon route necessarily, be visited and discussions with community and 
health workers be held. 

Always contact the local leaders, or pradhans and hold general discussions with 
them to ensure proper rapport. 


Discussions with acceptors of FW methods particularly to enquire about services, 
follow-up services given and problems faced if any and their suggestions for 
improvement. 


Intersectoral coordination—A visit to the institutions under other developmental 
sectors and discussions on common issues will be helpful in intersectoral 
coordination, e.g. visits to BDO’s Office, IRDP, Educational Institutions, etc. 
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15. 


16. 


be: 


18. 


19. 


20. 


21. 


Community participation: \f any organised groups like Y outh Club, or Mahila Mandal 
exist, contact them and hold discussions on common health problems. 


Participation in meeting: \f a meeting is being held at the health institution 
participate in the same without interfering with its routine and provide assurance, 
support and some technical guidance as necessary. . 

Organise short educational sessions for the staff according to availability of time, 
since this helps on the job training. 

Concerned district official (geographical basis or functional basis) may accompany 
CMO and provide necessary assistance. 

At the end of the visit make necessary entries in records or registers at the 
institution with brief note on observation and suggestions (an official 
documentation). 

Preparation of detailed reports of the visits and feedback alongwith instructions/ 
guidance to concerned officials. 

Frequency of visit: At least every institution in the district be visited once amonth by 
the CMO/DHO. 


Check-list for Holding Meetings 


t. 


Ys 
3. 


4. 


o 
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Nature of meeting: Meetings could be regular or ad-hoc/emergency with specific 
purpose. 
Agenda items to be prepared and circulated to all concerned. 


Arrangements (physical) of the venue with adequate space and seating facilities and 
refreshments. 


Ensure attendance; punctuality of all concerned. 

Facilities/arrangements for recording procedures of the meeting. 

Proper conducting of the meeting to be ensured, e.g.: 

— Participation of all members. 

— Unnecessary details to be avoided. 

— Ensure arrival at some consensus or decision on the issues discussed. 
— Avoidance of personality clashes. 

— Coverage of all agenda items planned. 

— Completion within time prescribed. 


— Pinpointing responsibilities for officers and staff for follow-up action on 
decisions taken. 


If it is a regular staff meeting, it should be used as: 


i. Effective and quick means of communicating instructions/guidelines on 


policy changes received from higher echelons to the staff concerned. This 


also provides opportunities for personal clarification in contrast to written 
communication. 


A means for monitoring progress of activities with proper interaction and 
discussion with the staff concerned for explanations and for giving 
suggestions. 


A means or forum for joint work scheduling in a coordinated manner. 


According to abailability of time to be used as a forum for some educational 
seminars/discussions/presentations on relevant topics. 


87 


9 


Monitoring of NCH and FW Programme 


Once the programme components under MCH and FW are identified, planned and are 
implemented in the field, it is the responsibility of the district managers to closely monitor 
the progress. Monitoring is the term used for continuous follow-up of activities to ensure 
that they are proceeding according to plan. It keeps treck of performance achievements, 
staff movements and utilisation, supplies and equipment and the money spent in relation 
to the budget allocated. 

For each component of the programme, the district official has to identify the most 
crucial events/activities related to its Progress and decide the important milestones tobe 
achieved. The most important, and feasible information then should be collected 
regularly to determine the identified milestones. 

For monitoring the FW programmes the objectives and targets set at the time of 
programme planning and the activity scheduling will be used as the base. Therefore the 
most essential requirement is to lay down goals and targets for each component of the 
programme followed by detailed scheduling of tasks within the permitted time frame. The 
crucial indicators required to be measured for specific components of the programme are 
detailed later in this section. The district officials should ensure timely generation of 
required information. 

To monitor the activities of each PHC the information collected through agreed 
indicators should be presented to the CMO for his personal aud iting on a pre-designed 
proforma. This will show inter-PHC comparison of performance and will also suggest the 
performance trend in each PHC, if time-series data are maintained. Indicators can be 
modified by the CMO/DFWO according to targets or presence of preferential 
Programmes in one of the PHCs. Such proforma should further be upgraded and 


improved if the district falls under an ‘Area Project’ or under Universal Immunisation 
Programme (UIP). 


/ndicators 


For monitoring, the data should be so analysed that the pre-identified indicators are able 
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to highlight the operational aspects such as population coverage 
performance, personnel performance, target achievement and Me .. ainsior 
the other hand, a more indepth analysis should also highlight through identifi ‘ 
indicators whether the service is addressing itself to the most eligible ne vanes 
groups for example i. coverage by DPT and Polio vaccine for children below 1 year, ii TT 
immunisation of pregnant mothers and neonatal deaths with tetanus neonatorum athe 
area, iil. per cent of couples having two children practising FP methods and so on. 


Data on Reference Population by PHC as Shown below should be provided by each PHC. 


SO. ee TS 


Expected No. of pregnant women* 
Expected No. of births in the aren 
Expected No. of infants (O-1 year) 
Expected No. of children (1-2 years) 
Expected No. of children (2-3 years) 
Expected No. of children (3-5 years) 
Expected No. of eligible couples 


Indicators for Monitoring of MCH and FW Programme 
(Not exhaustive for illustration) 


Component of Service and Indicators PHC 1 PHC 2 


No.% No. % 


ee ee Ee 


|. Prenatal Care 


¥. 


i 


Total expectant mothers registered as pregnant of expected No. of 
pregnants. 


Expectant mothers receiving antenatal care. 


Mothers contacted at least 3 times by the trained staff or 
attended the clinic. 


Mothers registered before 12th week of pregnancy. 


Mothers who received second dose of TT immunisation or a 
booster. 

Mothers who received Iron and Folic Acid tablets for 100 days 
during pregnancy. 


Mothers who received supplementary nutrition. 


*Latest CBR of the State should be used for calculation from SRS data. 
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IEE er an NE 


Component of Service 


PHC 1 PHC 2 
No.% No. % 
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8. 
9, 
10. 


Expectant mothers identified as High Risk. 
High Risk mothers referred to PHC and district. 
Mothers attended for ANC at PHC. 


Natal and Post-natal Care 


i 


Bw ON 


Deliveries conducted in Institutions. 
Deliveries conducted at home by trained health personnel. 
Deliveries conducted at home by trained dais. 


Deliveries conducted by untrained dais and other untrained 
persons. 


Mothers suffered from puerperal sepsis. 

Mothers used prepacked delivery kit. 

Pregnancies terminated as abortion and still births. 
Mothers given post-natal ckeck-up. 

Mothers received at least 3 post-natal contacts of all births. 


Mothers receiving supplementary nutrition during pregnancy after 
delivery in ICDS blocks. 


Family Planning 


t. 


St oe 


No. of eligible couples registered out of expected on 31st of last 
month 
Practicing — Vasectomy 

— Tubectomy 

— IUD 

— Oral Pills 

— Condoms 


No. of Vasectomies/T ubectomies/Cu-T/Oral Pills 


No. of women with second live birth delivered, accepted FP 
method within 3 months 


No. of sterilization by the PHC/Camp 

Each FP method by age + parity 

No. of new IUDs inserted at PHC/SC 

No. of new IUDs inserted by HWs/ Supervisor 


Component of Service PHC 1 PHC2 


No.% No. % 


8. HWs trained in Cu-T insertion/Pills in last month 
9. No. of OC prescribed by HGS+HWS 

10. Av. No. of cycles of OC used/per user 

11. No. of packet of Nirodh distributed 

12. No. of vasectomy/tubectomy failures 

13. No. of Cu-T failure 


Infant and Child Care 

New borns whose BW was recorded against registered 
New borns having LBW (Less than 2.5 kg) 

Died in Ist week by cause 

Died in Ist month by cause pf deaths 

Died between O-1 year 


a. fF ee? 


Distribution of children 0-5 years according to grades of 
malnutrition. 


7. Amongst Gr Il} malnourished children receiving therapeutic 
nutrition. 


8. No. of children below 1 year received 3 doses of DPT, 3 doses of 
Polio, and 1 dose of BCG 


9. Distribution of immunised children by age 
10. No. of HG having stock of ORS 
11. No. of ORS distribution at SCs by HW 
12. No. of children referred to PHC with dehydration and died 
13. No. of ORS packets distributed to those children having diarrhoea 


14. No. of children receiving oral Vit. A. 


Health and Nurition Education and IEC 
1 No. of OT camps in each area 

Targets achieved 

Av. No. of persons attended 

No. of villages Covered 


a f W ND 


Break-up by audience 
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Component of Service and Monitoring Indicators 


PHC 1 PHC2 
No.% No. % — 


No. of Village Health Committees established. 

No. of committee meetings held 

No. of Mahila Mandals and meetings held 

No. of exhibitions held 

Any melas or Puppet Shows 

No. of films shown 

No. of OTC held for diarrhoea, EPI, and spacing methods 


Worker’s Performance 


Camps 


1. 
2 


Population not covered by HGs/FW (F) 

No. of HWs trained for Cu-T 

a) No. of Cu-T inserted by HWs at Sub-centre 

No. of High risk cases registered delivered at home 


Av. No. of HH visited /day by HW. 


No. of F.P. camps 
Sterilization camps/PHC 
Cu-T in camps/PHC 

OC in camps/PHC 


Tubectomy distribution by method — Laparoscopy: 


— Mini Lap. 

— Post partum 
Complications 
Deaths 
Failures 


No. of camps having operations less than 30 


Training 
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1. 


Pa 
3. 
4 


No. of dais trained 

No. of villages having trained dais 

No. of villages having HGs 

No. of HWs trained in Cu-T insertion and OC 


ee 


Component of Service and Monitoring indicators 


PHC 1 PHC2 
No.% No. % 


SS ee 


Supply and Equipment: — Sub-centre 
+ 


a pF ON 


No. of SC not having 


Weighting Machines 
B.P. Apparatus 
Tallequits comparaters 
Delivery Kits 

ORS packets 

Nirodh 

Cu-T 

Instruments for Cu-T insertion 
Inj. Erogometrine 

Iron with folic acid 
OCs 

Growth charts 


— Vit.A 


No. of Nirodh retail out-lets/No. of pieces sold 


Average No. of depot holders per village 
Average No. depot holders/SC 


PHC/SHC — Not having 
Cu-T 
OCs 
ORS 
Vaccines 
Vit-A 
Refrigerator and cold chain 
Vehicle 


Summary Target achievement 
Proportionate target achievement 
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Community Involvement and 
Participation for MCH and FW 
Programme 


Community involvement and participation will be most vital for the success of primary 
health care and family welfare programme. Meaningful community participation in 
various programmes has been so far lacking, except in certain parts of the country where 
village panchayats and voluntary agencies have taken interest. 

ideally, true participation means that the people should be knowledgeable about their 
health problems; they should identify the needs, draw out plan of action according to the 
priority and the resources available, organise and implement programmes, monitor and 
control the progress, and periodically evaluate and, if necessary, change the priorities. 
Initially passive involvement requires to be gradually and progressively turned into more 
active participation. Some of the recent developments would be conducive to increasingly 
greater participation of the community in the health care programme. The health guides 
and the trained dais are local people. With the activation of the village health committees, 


mahila mandals, youth clubs etc., it should be possible to get greater active Participation. 


of the community. 

The community should be able to mobilise resources and use them towards becoming 
self-reliant in matters of health and family welfare. Health and family welfare personnel 
working within the community have to develop credibility among the people and act as 
cataly stic agents. Although in the primary health care approach emphasis has tobe given 
to preventive and promotive aspects, curative services which are the needs felt by the 


community are to be provided satisfactorily to serve as an entry point for establishing 
credibility of health personnel. 


Methodology for Promotion of Voluntary Action 


Promotion of non-governmental and private voluntary organisations. 

Formation of popular committees. 

Involvement of mahila mandals, youth clubs, village libraries, yuvak kendras and 
school teachers. 
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4. Involwement of student committee and national social service and national 
cadet corps. 


5. Involvement of practitioners of Indian system of medicine. 
Opinion leaders training camps. 


7. Village level women volunteer corps. 


Intensive Approaches to Promote Family Welfare 


a. Dialogue with Panchayat and village level health committees. Panchayat may 


b. 


be able to provide fund for land, construction and medicine. Panchayats can 
also provide nutrition, construction of public latrines, and better sanitation. 
The Panchayat may be encouraged to build health posts, creches, kitchen 
gardens and supply of food to the Anganwadis and mobilising transport for 
support of referral services. 

Village Health Committees should be encouraged as suggested 
guideline for HG scheme and should have representatives from SC/ST, at least 
one or two women members. 

While on field visit CMOs must make it a point to attend a Panchayat 
meeting or avillage health committee meeting and discuss about the MCH and 
FW programme of that village/P anchayat village, about the hostile couples or 
if any misgivings and apprehension. It is obvious that CMO should be properly 
briefed for such visits. 

Encourage all women’s organisations and functional literacy programme. The 
invowement of women volunteer corps has been described in Chapter on 
family welfare. 


c. Promote and facilitate the functioning of voluntary organisations in health and 


d. 


family welfare. ; 
Encourage school children to participate in kitchen garden making and 
educational activities for improving adult literacy. 
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Inter and Intra-sectoral Coordination for 
Health and Family Welfare 


Several development programmes in a district have their focus on improving the life and 
living of the people now and later. To cite a few, the integrated rural development 
programme, agricultural development programme, urban basic services, water supply 
and sanitation education, social welfare etc. are all directed to the same end. All 
development projects which are meant to satisfy the basic needs of the people may be 
looked upon as crucial for creating an environment of small family. Such programmes 
contribute towards providing infrastructure for delivery of primary health care at the 
grassroot. 


The district organisation should develop abilateral link with the programmes wherever 
educational, training and manpower development component of any kind is existing. 
Through this component a training module on MCH and FP canbe introduced Particularly 
in the agriculture extension Programme and adult literacy classes and all other formal 
educational systems. . 


Special MCH and FW schemes may be organised with the help of district health 
authorities to serve the additional demand generated by non-health departments. 
Resources may be deployed from outside the health departments, wherever and 
whenever required, to meet the needs of maternal and child health and family welfare 
activities. This is in particular reference to the Organisation of camps and campaigns. 


Special emphasis may be laid on motivation of the beneficiaries of poverty alleviation 
schemes in the district to accept MCH and FW services. The list of these beneficiaries 
may be sent to medical officers incharge of all MCH and FW service giving facilities for 
taking necessary action through their field staff. In appointing temporary wage labourers 
preference may be given to acceptors of family planning methods. The infrastructure of 
building, transport, staff, marketing networks and funds etc. available with rural 
cooperatives may be used to conduct specific maternal and child health and family 
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member families. Owners of local industries, factories and other large establish 

through their associations etc. may be persuaded to employ women eats i 
Unit of any public sector undertaking within the district may be asked to sent waa 
areas for employment of rural and urban slum dwelling women in the district and estate 
a training-cum-production centre for this purpose. Stipends and lodging arrangements 
for the recruited women may be obtained from the state departments/central Ministry of 
Women and Social Welfare. ae 


Periodic and close monitoring to be done of ICDS blocks in the district particularly with 
regard to the following indicators: 3 


— Percentage of total villages/urban slums in the district covered with Anganwadis. 
— Percentage of eligible female population covered by functional literacy classes. 
— Percent children 1-5 years enrolled in Anganwadis. 


— Number and percentage expectant and lectating mothers and children 1-5 years 
receiving supplementary feeding at Anganwadis. 


Intra-sectoral Coordination for Family Welfare Programme 
The health sector within a district comprises the following: 


1. Health service network in rural and urban areas under the control of district chief 
medical officer of health. 


2. Government health service agencies coming under the control of railways, defence 
services, units of public sector undertakings etc. 


3. Medical care organisations of the private corporate sector. 


Voluntary agencies rendering maternal ‘and child health and family planning 
services viz. district level branches of Family Planning Association of India, Red 
Cross Society of India, Missionary Organisations, Gramin Mahila Sangh etc. 


5. Associations of private medical practitioners and other kinds of health professionals 
of both the allopathic and indigenous systems of medicine. 


6. Training and educational institutions for medical and paramedical and auxiliary 
health personnel in both allopathic and indigenous systems. 


An outline of the total MCH/FW sector within the district enlisting each and every kind 
of agency engaged in MCH/FP activities may be prepared along with their facilities, 
resources, and range of services. Close working and collaborative relationship may be 
brought under the leadership of the District Collector and between all these agencies so 
that they mutually support each other by way of sharing of facilities and resources, 
training capabilities, transport, field staff, specialist expertise in communication. 
Production of educational materials, sterilisation camps, immunisation camps in rural and 
urban areas alongwith all voluntary and private agencies engaged in TB and Leprosy 
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control activities, may be required to establish close to an fro linkages with MCH and FW 
service giving agencies. They may also provide specific MCH and FW services to the TB 


and Leprosy cases. 


Operational Guidelines for CMO/DHO 


—_— 
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Preparation of yearly plan of operation for the district and below. 

Formulation of district health and family welfare committee should be energised 
(Already existing but not functioning). 

Regular review and monitoring of all the MCH and FW activities done by 
departments other than health and those done by health department for others. 


Periodic assessment/evaluation of all programme _ incorporating remedial 
measures wherever needed. 
BMO under his/her guidance and supervision, should organise the village health 


committee (These should not remain on papers only it is the duty of the local staff to 
see that these committees should remain functioning). 


Mothers health clubs (Mandals) to be registered. 
Organising school health clubs in rural areas. 


All the voluntary agencies operating in the area for health and family welfare work 
should work in close cooperation with CMO and submit their progress report to 
him. : 


When the District Action Plan is made for the operationalisation of MCH and FW 
strategies representatives of non health departments, and voluntary agencies 
should be involved in the planning. 
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Materials Management 


It is a general experience, that common items like ‘Nirodh’ are not availablewith Dais, HGs 
and the HWs, who are closest to the community. Similarly, the Cu-T are often reported to 
be not available for use at the PHC and even at district levels. Most often the shortage is 
more apparent than real because of poor anticipation of demand, delayed procurement 
and unthoughtful and delayed distribution. 

Material management in health services is concerned with the planning, procurement, 
distribution and utilisation of material resources like drugs and eq uipment and vaccines 
required for health services. If the system is satisfactory, adequate quantity of appropriate 
items of material resources will always be available where and when these are most 
needed. The district being the implementing unit, the district officials have the major 
responsibility for deployment and management of various types of resources required for 
service delivery by the different service units in the whole district. 


Objectives 


1. Todevelop a system of supplies under which properly stored and easily retrievable 
adequate stock of items is available at such place and time as required for 
distribution. | 

2. To ensure that material resources are used efficiently and that the purchases are 
made at the lowest price, consistent with quality. 

The material resources used in health services include drugs, chemicals, appliances 
and contraceptives, sera, vaccines, other biologicals, equipments instruments supplies 
etc. The items are supplied by and procured from different sources under different 
programmes which are being managed by different officers. 


Major Elements of Material Management System 


1. Demand Estimation 
2. Procurement ; 
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Receipt and Inspection 


Storage 


3 

4 

5. Issue and Use 

6. Maintenance and Repair 
7. Disposal 

8 


Accounting and Information 


Inventory Control 


Inventory is the stock of items on hand at any given time. Adequate drug inventories 
ensure that when people are sick or need vaccination/treatment the correct medicines 
are available at right time and right locations. The total amount of inventory held at all 
points in adistrict isvery great and it is costly to maintain a large inventory. Therefore, one 
objective of inventory control is to hold minimum amount of stores consistent with district 
needs. Inventory serves numerous important purposes — most significant are: 


1. To protect against uncertainty. 
To permit bulk purchasing. 
To minimise waiting time. 


To maximise transportation efficiency. 


a Pp OUN 


To anticipate seasonal fluctuations. 


A general rule of inventory control is that orders for costly items are placed freq uently 
and inventory level is kept low, as against those items whose consumption value is low 
where greater stocks are maintained and orders Placed less frequently. To understand 
inventory control it will be advisable to understand following concepts/values of the 
supply system and it will be advisable that CMOs encourage stores officer to present 
following analysis for major items in the meetings: 


1. Lead Time: Average duration of time in days between placing of an order and receipt 
of material — while placing orders this factor has to be taken into account. 


2. Buffer Stock: The quantity of stores set-apart as an insurance against stock-outs. 
Recorder Level: Denotes the stock level at which fresh order is to be placed. 


4. Economic Order Quantity: The order amount that gives maximum economy in 
purchasing the material. 


5. ABC Analysis: ABC analysis separates store items in 3 categories for highest, 
middle and lowest value. Though usually top category ‘A’ amounts to 10 per cent of 
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items yet accounts for 70 per cent total value in cost and as a manager inspection - 


and control on this category of items by keeping a Recorder level and frequent 
purchases are very important. 


At the district level the CMO has to: 


: iG the responsibility of management of materials with some specific officer (Stores 
Officer) whowill have the overall responsibility of material resources under different 
service programmes and should be a full time officer for this purpose. 


2. Preferably this officer should have undergone a training in materials/stores 
management who should be familiar with the stores procedures including ABC and 
VED analysis, stock inventory procedures etc. 


3. For each programme being implemented in the district including specific 
components of programme, the requirements for necessary material resources 
should be worked out using acceptable criteria/or procedures by the concerned 
officials considering the pattern of consumption, likely demand etc. 


4. Officer in-charge of the stores should be made responsible for the procurement, 
storage and distribution of items under guidance and supervision of district officials. 


5. Periodic inspection and stock verification of the stores by district officials iss 
important to supervise/monitor the stores procedures. 


6. In addition, under each component of the programme, monitoring of consumption 
of specific items is important to ensure availability of the item at all times in need as 
well as to ensure judicious use of items without wastage. 


7. Appropriate system for distribution of items to the service stations (PHCs) to be 
developed, in terms of scheduling, mechanism of transportation etc. 


8. With regard to items like eq uipment, instruments etc. their proper maintenance in 
time is very important. For repairs an arrangement with specially trained personnel 
or with a local mechanic alongwith procurement of spare parts should be ensured. 


9. Inorder to ensure above, proper monitoring of equipments like refrigerators, X -ray 
machines, microscopes should form an activity of supervision. 


10. Specification regarding storage condition instructions for handling different items 
etc. should be made known clearly to all concerned ¢.g.vaccines, sera, specific 
instruments. Written instructions and manuals should be made available. 


For specific guidelines on cold chain and storing and movement of vaccines refer to 
The Immunisation Programme in India — A Handbook for Medical Officers, Ministry of 


Health and Family Weffare, Government of India, 1984. 
an OO a ber Gl 
ODULG 
COMMUNITY HEALTH CELl 
47/1, (First Floor) St. Marks Road, 
Bangalore - 560 001, 
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Transport Management 


Transport facilities form one of the major resources to be carefully managed for effective, 
service delivery and supervision in the district. Number of vehicles are made available 
within the district under different health programmes. Vehicles are reauired for: 


1. Ambulance service in medical care institutions with particular reference to referral 
of cases. 


2. InPHCs for increased routine mobility of staff for visits to sub-centres and villages 
for providing services. 


3. For visit to field units for supervision purposes. 


4. Foruse by the media staff in connection with organising health education activities, 
organising OT Camps and publicity work in the field and for transporting the 
materials. 


5. For organising special service camps like immunization camps, sterilization camps 
etc. in different areas. 
Major problems faced in the district and PHC regarding transport include: 
1. Non-availablity/delay in arrival of a transport under some programme component. 
2. Vehicles though available being out of order for long time. 


Lack of facility for sending transport for repair and hence remain unattended or 
when sent for repair do not return in time. 


4. Vehicles in running condition but non-availability or inadeauate availability of POL 
funds or discrepancy in availability of funds for transport under different budget 
heads like FP and Health. 


5. Time consuming and cumbersome procedures for condemnation of vehicles 
delaying replacement. 


6. Timely action for substitution of repairable vehicles by new ones not being taken by 
district authorities either due to lack of knowledge or due to procedural delays. 


Non-availability of adequate number of drivers in service. 


8. Vehicles under health sector being reauired for non-health activities by other 
developmental sectors. 


9. Lack of willingness among officers at district level for coordinated use of available 
transport for various purposes. : 


Family Welfare Programme Expenditure on POL and maintenance and repairs of vehicles under 
Family Welfare Programme-Revision thereof. No. M. 12012/5/85—FWB (PLY) Govt. of India, 
Ministry of Family Welfare, Nirman Bhawan, New Delhi, dated 6th May , 1985. 
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Guidelines for District Officials 


W ith regard to the budget allocation for POL and vehicle maintenance, a revision with an 
enhancement has been made by the Central Government for vehicles supplied to States 
under Family Welfare Programmes at Rs. 14,000/- per year per vehicle for petrol driven 
vehicles and Rs. 9,000/- per year per vehicle for diesel driven vehicles. This should be 
taken note of and action taken by district officials. 

Since POL budget under Health for State Government will be varying from State to 
State under different programmes, the effort by CMO should be to use the available 
resources in a coordinated manner with appropriate priorities. 

Visits by district officials to the field should be as far as possible coordinated under 
different health programmes rather than trying to be possessive e.g. 2 or 3 officers 
making visits together in the district. 


For maintenance of vehicles — steps to service vehicles regularly with an effort to take 
preventive maintenance steps should be adopted or training of local personnel, as 
workshop mechanics and use these for local small repairs, or proper liaison with State 
transport organisation for regular scheduling of visits by vehicle maintenance team etc. 
should be attempted. 
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Manpower Development for MCH 
and Family Welfare 


Among the various resources available for health service system, human resources are of 
prime importance since they are the core group of any organisation who actually perform 
the activities using other types of material resources. Maternal and child health and family 
planning services are among those intimate and personal services covering the largest 
section of any population group, which are heavily dependent on human resource. 

In order to achieve the expected goals and targets under the programme in a district, - 
’ the district officials have to ensure development of health manpower in appropriate 
quantity and of proper quality. The four essential components of health manpower 
development are: 


‘= 


p 
3. 
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Advanced planning of manpower resources in terms of their number, categories, 
specification of skills and duties, workgroups or teams etc., 

Their production in adequate quantities, 

Proper management and utilisation, and 

Continued education for subsequent development. 


order to fulfil these responsibilities, the DHO or CMO should be able: 


To take stock of the current manpower situation for family welfare services in terms 
of: 


— the categories of personnel 

— their number available 

— their placement/distribution in geographical/institutional and functional areas. 
— their demographic profile 

— their professional/educational profile 

— their current level of utilisation and promotional avenues. 

— their attrition rates in terms of retirement, leaving jobs on other grounds etc. 


Such information be made available at the district headquarters asa ready reference 
and be kept updated. 


To estimate the actual requirement of different categories of manpower in the 
district as per thé norms specified as well as on the basis of actual 


performance needs for the current and future needs— to meet the programme 
' objectives and targets. 


3. Towork out strategies for meeting the additional requirements either through 
fresh recruitment from the already existing pool of trained personnel 
categories or through efforts to ensure additional production through training 
of the required category of personnel. 


4. To prepare proposals and plans for this purpose and be submitted to higher 
authorities since authority for recruitment of different categories of personnel 
is limited at the DHO’s/CMO’s level. 


5. Tocontribute in the training of personnel. While the role of district officials in 
the basic training of medical manpower is limited, potential role in training of 
paramedical personnel like male and female health workers, supervisors and 
other supportive staff is significant. Since such training institutions (ANM 
Schools, Nurses’ School etc.) fall directly under their administrative 
jurisdiction, steps should be taken for active involvement of district officials in 
their training to ensure production of personnel who can actually meet the 
requirements and needs of health service system. 


6. As regards management of personnel in the district, within the constraints of 
authority in recruitment, transfers, salary etc. the management component 
which can receive maximum emphasis from DHO/CMO is their supervision in 
order to make most efficient and effective utilisation of the resource for 
enhanced productivity. Both administrative and supportive elements of 
supervision should receive emphasis. 


Continuing Education 


One of the essential elements in achieving staff development is to provide opportunities 
for continuing education with the idea of improving productivity quantitatively and 
qualitatively through the following: 


i. Obtain Assistance from Higher Authorities 


Assistance and support available from the higher authorities (State and Central 
Govt.) should be effectively used and detailed plans for scheduling continuing 
education activities for all categories of personnel be prepared. 


ii. Formal/Non-formal Training Sessions 


In addition, within the administrative authority of the CMO/DHO, formal/non-formal 
educational efforts through short inservice training activities, seminars/sessions for 
groups of health personnel at short intervals on selected topics/issues should be 
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organised with active involvement of District/PHC officials and locally existing 
training institutions, e.g. / | 

training of ANMs and LHVs in IUD insertion, 

orientation to use of oral pills, 

MTP training, 


diarrhoeal diseases training, 


t 

2 

3 

4 

5. training under EPI, 
6. laparoscopic sterilisation, 
7. neonatal care training, and 
8 


integrated MCH and FP training etc. 


iii. Thrust Areas for Training 


Efforts should be to update the technical knowledge and skills of staff in thrust areas 
of contraceptive usage, immunisations, high risk approach in MCH and FW, referral 
services, diarrhoeal diseases and ORT, growth monitoring of children, nutrition 
services and nutrition education etc. 


In order to enable the staff to understand their duties and responsibilities clearly and to 
update their technical skills and knowledge, and thereby improve performance, different 
types of official operational guidelines, educational aids and manuals should be made 
available to all concerned staff e.g.: 

1. Immunisation schedule being practised 
Technical guidelines for cold chain maintenance 
Guidelines for sterilisation procedures for eq ulpments and instruments 
Guidelines for IUD insertion 
Check-list for selection of cases for oral pill distribution 
Preparation and use of ORS | 


Use of growth monitoring chart 
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Nutrition value of common food items etc. 


Orientation and Training of District Staff in Family Welfare 


District organisation plays a crucial role in achieving the set goals by Capability building 
in the health functionaries. The acquisition of skills and motivation to achieve the 
objectives will go a long way in pursuit of Health For All by 2000 AD. 
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The CMO and DFWO, need to function in two broad areas for training: 


1. 


To prepare a training schedule for various functionaries and to depute them in 
the formal courses run by various Institutions like HFWTCs. Officers are not 
often relieved of their duties, even when their nomination is sent. A rational 
approach should be adopted towards improving the general skills of the 
officers as per the needs of the programme. 


To identify the structure and the strategies for on job orientation in different 
priority areas, particularly for the staff of level of health supervisors and below. 
As there is a large number of health personnel required to be trained under 
several categories, the training need to be graded upto sub-centre level. The 
programme officers, the DPHN, BEE and the PHC MOs should submit a 
schedule of on-job-training for Dais, HGs and HWs every quarterly which 
should be examined for its contents and teaching methodology proposed and 
the venue. Training for developing skills for motivation of communities for 
MCH and FW services utilisation and for rendering the quality service should 
be kept at the forefront. The priority programmes and their approach should 
be told to the workers. 


Strategy of Training 


: 


3. 


District Team: Some States have a good experience with district training team 
consisting of a Medical Officer and a Public Health Nurse who keeps on 
moving in different PHCs giving orientation for a week and participates in 
reqular training programmes of PHC e.g. Dai training and the HG training. 


Training through OT Camps: Venue can be a sub-centre, primary school, 
or village chaupal. 


Training by each supervisor while on supervisory visit. 


CMO’s Role in Education and Training for Family Welfare 


Ms 


To appraise the trainers of formal/non-formal courses about the goals and 
strategies of the family welfare programme and urgency for population 
stabilisation. 

To pursue the training curricula of all the courses and make them update and 
result-oriented. 

To visit and observe the courses to make on the spot assessment of the 
training methodology. De 


Facilitate the training courses by providing them with equipment, stationery, 
duplicating facilities, slide projectors and other AV aids and resource 


materials. 
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5. To make provision for enough mobility of supervisory staff to give on job 
training. 

6. To emphasize the role of demonstrations, case presentation and role-play in 
teaching. 
Participate in some on the job education himself. 


8. Togetareport on number of onjob courses and the topics covered under this. 


Guidelines for Training under Multipurpose Workers Scheme 


1. All the Health Workers (M and F both) and supervisors will undergo a training 
of either 10 weeks (male) or 8 weeks (female). Four weeks will be at PHC 
(theoretical) and the rest practical at clinic/sub-centre/field. All trainees will 
get manuals as well. 


2. AlitheMOs of PHCs and allopathic dispensaries and BEE will undergo training 
at HFWTC of the region. 


3. All the Supervisors (M and F) will receive additional training of two weeks of 
HFWTC in supervisory practices, and will get a manual. 


4. Allthe Health Guides should be females and receive a training of 3 months at 
the PHC and on completion will get a manual and kit box. 


5. Traditional Birth Attendants (Dais) will receive one month training at sub- 
centre or PHC. (Two days theory and 4 days field work per week). They will 
get a kit and workbook. 


Guidelines for Continuing Education (VII Plan) 


All the functionaries at PHC level who have put in more than 5 years service will be 
provided continuing education at their respective Basic Training Schools and at Medical 
Colleges in case of medical officers. 


Integrated Training for MOs and BEEs and Others 


1. All the MOs of PHCs will undergo an integrated training of 9 weeks at HEWTC and 


Medical Colleges according to prescribed sy|labus even if they had undergone one month 
training under MPW Scheme. 


2. All the BEEs will undergo a training in health education, communication and 


management for 3 months at a HFWTC even if they had undergone training under MPW 
Scheme. 
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Special Schemes in the District for 
Promotion of MCH and Family Welfare 


Some of the districts may be chosen for special schemes by the Ministry of Health and 
Family Welfare or by the Ministry of Social Welfare for putting up special programmes. A 
few of such schemes are described here: : 


1. Area projects 

2. ICDS Scheme 

3. Urban Revamping Scheme 

4. Universal Immunisation Programme 


The guidelines for implementing such schemes, their objectives, time frame and other 
provisions are provided by the document detailing the scheme: 


Area Projects 


Based on a model plan worked out by MOHFW, 63 districts in 14 States have been 
selected for intensive development of health and family welfare infrastructure and 
strengthening of outreach to the village and sub-centre level. These projects are designed 
to increase within a 5 year period facilities and manpower in an integrated manner to 
reach a level that over a longer period will ultimately be reached by the entire State. 
The stress in such project is on developing IEC, management training for staff, 
monitoring and evaluation capabilities, and innovative research projects. The ultimate 
objectives of such projects are to reduce fertility and to reduce maternal and child 


morbidity and mortality. 


Integrated Child Development Services Scheme (ICDSS) 


aunched in about 1350 blocks till 1985 by the Ministry of Social 


The scheme has been | 
ock covered under this scheme. A 


Welfare. Almost all districts have more than one bl 
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complete set of guidelines for implementation of the scheme and its coordination at tb 
level have been issued by the Ministry of Social Welfare. However, the Ministry of Healt 
and Family Welfare (RHD) have also issued guidelines for coordination of the programme 
and delineation of activities between the Anganwadi workers and HGs and Dais at the 
village level in ICDS block. Re 

Because of added inputs of Anganwadis in each village and provision of supplementary 
nutrition it is expected that the coverage of MCH and FW services should be much higher 
in an ICDS block than other neighbouring blocks of the district. CMOs/DFW Os have also 
been identified as District Advisors for the ICDS blocks in the districts. Hence, CMOs 
should be able to play a facilitators role in implementing the programme and also 
evaluate if the results are commensurate to the added inputs provided in the ICDS blocks. 
Also it is to be ensured that all vacant posts will be filled and training on priority will be 
given to the staff. 


Guidelines for ICDS Blocks 


1. ThelCDS blocks should be given preference for placement of staff at the sub-centre 
and supervisory levels. 


2. Preference should also be given for construction of sub-centres and SHC/new PHCs 
in the ICDS blocks. 


3. Re-orientation training of all categories of staff in ICDS block should be done on 
priority basis. : 


4. Higher targets for Dai training can also be given to such block as more supervisory 
staff is in position. 


5. Quality of supplementary food distributed at the Anganwadi and their calorie value 
should be checked. 


6. Periodic evaluation of nutritional status in children, growth monitoring, 
immunisation coverage, ORS distribution, antenatal coverage and deliveries 
conducted by trained dais should be undertaken. 


7. A check should also be made on completeness of eligible couple registers, and 
acceptance of spacing methods. 


Urban Revamping Scheme (Krishnan Committee Report) 


The health services in urban areas have developed without any planned pattern through 
the hands of private sector and the local government mostly focussed attention on 
hospital based curative services. With disproportionate growth of urban areas in the last 
decade and slum upsurge, the morbidity and mortality in slums have assumed alarming 
proportions. There is a crying need for putting up primaty, health care MCH and family 
planning services in urban areas. 

Under the recommendations of Krishnan Committee (1982) a plan of operation 
popularly called as Urban Revamping Scheme was designed to reorganise the old urban 
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family welfare centres by augmenting more staff and strengthening the out h 
infrastructure with a network of health posts under City Family Walken aaa, the: 
areas where 40 per cent population is comprised of slums and slumlike cms 
This scheme was launched as 100 per cent centrally sponsored schemes under Si 
welfare funds. The guidelines have already been issued by the Government of India to wf 
States and UTs and the modifications further made in 1986 have also aah 
communicated to them. To start with only those cities having a population of 2 lakhs or 
more are to be covered now although the ultimate objective is to cover in phases, all cities 
irrespective of population and urban slums. _ 


CM O's Function in Implementing Urban Revamping Scheme 
Enlist all the urban clusters and their population. 


2. Enlist the facilities and centres available under the post partum programme and 
UFW Centres in the urban areas. Pool all the facilities and the staff in all categories 
and then assess the number of staff members that will be required to create new 
health posts and a City Family Welfare Bureau. 


3. Assess the training needs for such staff, identify new buildings for creating the 
health posts and submit the proposal to the State Government for onward 
transmission to Ministry of Health and Family Welfare. 


4. Proposal thus made should be made in consultation with Municipal Health Officer 
and District HO for MCH and Family Welfare. 


5. Prepare guidelines for recruitment and mobilisation of female HWs, women 
volunteer workers and their training. 


Prepare guidelines for having a proper referral network. 
Allocate MCH and FW targets in the slum areas. 


Institute mechanisms to monitor and evaluate the urban programme. 
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Conduct special surveys on morbidity, fertility, contraceptive practice and MCH 
services coverage in urban slums and compare with similar data on rural and urban 


populations. 
10. Establish linkages with hospitals and Post Partum Centres for referral services. 


Universal Immunisation Programme (UIP) 


With the rapid success of EPI programme and dividends obtained in family welfare 
programme due to better child survival, as evidenced by a steady fall in infant mortality, 
the programme has been boosted up. Thirty districts in the year 198 5-86 and another 63 
districts in 1986-1987 have been selected for universal immunisation to reach the 


targets earlier. Such a goal has been set for the country by 1990. | 
The main thrust of the programme in the selected districts would be to improve 
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logistics and managerial aspects for optimal utilisation. The delivery of immunisation 
services will be through existing health infrastructure. The medical colleges are req uired 
to intensify the immunisation programme in 3 PHCs attached to them by involving interns 
and students. 

Disease reduction targets have been set in UIP districts as against coverage targets 
alone in routine EP|— surveillance of EPI diseases thus form a major component of project 
plan. Medical colleges will also help in evaluation of the programme. 


Objectives of U/P 


a. To provide universal coverage to expectant mothers, infants and children with 
immunisation; 


b. Document a reduction of incidence of vaccine preventable diseases: neonatal 
tetanus mortality rate to be less than 1/1000 live births and number of polio cases 
to be less than 5/100,000 population; 


Work out cost-effective strategies of implementation and streamline logistics. 


d. Encourage active participation of the medical colleges from the planning to the 
evaluation stages. 


Success of programme of such a magnitude will largely depend on the district 
organisation's capability to put in intensive IEC for demand generation and to intensify the 
outreach programmes by creating perfect logistics. 
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Programme Evaluation 


Evaluation is essential to the operation of effective planned public health programmes 
within an overall rural health system. Good planning of FW programme, first requires 
reliable data on fertility, morbidity, mortality and contraceptive prevalence. More reliable 
information is needed on young child morbidity and the quantum of services provided 
through the Government and non-governmental programme. 

As a head of a unit of administration it is very important that a periodic evaluation or 
mid-end project evaluation of health programmes or sub-programmes may be done 
by CMO within the district organisation which will involve selective data gathering on 
some of the components that are deemed imporiant and may include other studies based 
on perceived needs. 

Some areas are suggested which are within the purview of CMO/DHO and which 
should be evaluated from time to time to make operational changes in the programme 
delivery e.g.: 


1. Evaluation of immunisation coverage. 
Evaluation of diarrhoeal disease morbidity and mortality and use of ORS. 
Verification of couples protected by various methods. 


Estimating continuation rates of IUDs and OCs. 


a fF WON 


Evaluation of any intervention programme, 6.9. sterilisation camps, OT camps, 
impact of mid-day meal programme, supplementary nutrition programme in ICDS 
project etc. 

6. Investigations on utilisation of services, satisfaction levels of users, knowledge and 
practices of community members and indepth probe in rumours and misgivings 
about a programme. 

7. Evaluation of quality of MCH and FW services rendered at domiciliary level, SHC/ 

PHC levels based on qualitative criteria. 


113 


Methodology of Evaluation 


Such epidemiological studies which may have an objective of programme evaluation or 
that of exploratory investigation, can be done through: 


1. Analysis of data obtained through service statistics reaching the D and E Cell of the 
district. However it has its limitations. 


2. Detailed record analysis for past few years to study the trend. 


3. By instituting rapid sample surveys. 


For conducting verification of immunisation and diarrhoeal disease morbidity, WHO . 
guidelines should be followed. For conducting other studies it will be important that 
CMOs develop links with institutions like medical colleges, university departments of 
economics and social science which can help in developing the objectives and the 
sampling frame and research design and structuring of data collection tools. 


Resource Development for such Studies 


The field investigators attached to D and E Cell, the SI, BEEs and the health supervisors 
can be mobilised to conduct such rapid surveys. 


Mobilising the Student Trainees for the Studies 


It:should also be possible for the CMOs and DFWOs to prepare the study schedules at 
the district HQ with the help of Epidemiologist posted at the district, the statistical 
assistant and the demographer and take the help of student trainees for data collection 
while they are posted in the field. 

Such trainees are available in: 


1. ANM training centre at the district. 


2. Health supervisors and the BEEs, as and when they come for reorientation courses 
at the HFWTC. 


3. Medical college interns if posted in the district hospital. 
The exercise for data collection through the trainees canbe used asa teaching exercise 
for methodology of interview, data analysis and data interpretation. 


Planning 


Unless the results of evaluatory and such exploratory studies are used for subsequent 
programme planning, they are of no worth. Hence results of such studies should be 
discussed with the programme officers and suitable Strategies should be devised. Such 
results should be carefully circulated to the PHC MOs and the supervisors. Findings of 
such studies may be used to reorient on job training. 
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Summary 


Check-list for CMO/DHO/DFWO 


In previous sections attempts were made to explain the health and family welfare 
programmes and means to provide guidance for its implementation effectively. Given 
below is abrief check-list which may be used as a reference. It is obvious that this list can- 
not be exhaustive. Many items can be added as the areas of monitoring enlarge and 
indepth analysis is necessary, while few may be deleted with experience. 


I. Personnel 


1. Sanctioned strength 2. Outstanding vacancies 
3. Job responsibilities to be defined and circulated. 


Training 
1. Ascertain training status of every individual (circulate a brief proforma) 


2. Make training calendar 
a) short-term b) long-term c) on-job 
3. Put target dates for completion 


Discipline 
1. Personal register for each staff 


2. Record of leaves and absences 
3. Liveries for staff 


Movement of staff 


a) 1) Secure in advance monthly tour programme 
2) Communicate it to the peripheral units 


3) Verify and check daily diary 
4) Check if staff stays at their station headquarters 
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b) Mobile unit camps — (same as above) 
mobilisation of extra resources 


Coordination 

1. Schedule monthly and weekly meetings with the CMO staff, and others. 
2. Keep a link with PHC Implementation Committee deliberations 

3. Meeting of DEE, DEMO and BEEs 

4. Review points of coordination while on tour 

5. Keep a liaison with DC and other offices PVOs and Industries. 

Supplies 


1. Check on inventory of stocks e.g. contraceptives, vaccines, medicines, 
publicity material, registers and forms, vehicle parts etc. 
2. Ensure timely indenting and distribution 


Budget 


a) 1. Submit budget at stipulated time 
2. Check on allotment 
3. Revised Budget Submission 
4. Allocate budget to peripheral units 
5. Ensure monthly expenditure statements from each unit. 
b) Keep sufficient contingent advance 
c) Incentive and motivation money 
d) Check cash register and TA bills 
e) Check for compliance of audit objections 


Services be 

1. Check the eligible couple registers and see that they are updated. 
2. Ensure clinic and camp services. 

3. Stocks of nirodh, OC, Cu-T at periphery to be in order. 

4. Follow-up of FP cases to be ensured. 

5. Check the eligibility and selection criteria for terminal cases. 

6. Check on fulfilment of targets in MCH, EP! and FW 

7. Ensure cold chain for EPI. 

8. Watch for construction of buildings with PWD. 


Active Surveillance in MCH and FW Programme 


1. Maternal Deaths 

Preventable — non-preventable 
2. Tetanus neonatorum and polio in children 
3. Severe malnutrition — ICDS blocks 


4. Xerophthaimias 
5. Women of parity two— not practising any methods of contraception 


Vil. Evaluation 


Check— 1. Records to be in order 

Data to be displayed at SC/SHC/PHC 
Clinic attendance and its trend 
Continued use of OCs and Cu-T 
Check under — 5 clinics 

and nutrition rehabilitation of Gr. III 
Vit A deficiency, mainutrition cases 
Coverage for immunisation 

ORS distribution 

Laparoscopic Tubectomy failures 
Tetanus neonatorum and Polio 
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Vill. Returns and Records 


1. Ensure completeness and correctness of records from SC and PHCs. 

2. Compile the monthly report and send to CBHI and State Headquarter before 
20th of the month. 

3. Give a feedback to PHCs 
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